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Sterile buffered OpH Eye Drops quickly soothe 
eyes irritated by sun, wind or allergens. 


For mild, therapeutically balanced relief of 
minor eye irritation . .. prescribe OpH. 


The unique Mono-Drop* bottles guard sterility, ave always 
ready for instant, drop-by-drop instillation. 15 ec. 
Neo - Synephrine® prompt, prolonged decongestive action 
hydrochioride (0.08 %) without congestive rebound 
Zinc sulfate (0.06 %) long valued in ophthalmic therapeutics 
f for astringency and mild antisepsis 
Boric acid (2.2%) effective bacteriostatic and mild antiseptic, 


well tolerated by cornea and conjunctiva 


Zephiran® chioride (1:7500) well tolerated, efficient antiseptic 
and preservative 


OpH, Neo-Synephrine (brand of phenylephrine), ° : 
benzalkonium, 
Drop, trademark. 
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isopto’ Cafpine 2% 
Non-Methyiceliuiose 
2% Piiacarpine 
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30 One Two Three Fou 
Minutes our Hours rMours rours 


Prolonged control 
in glaucoma therapy 


Demonstrating 
the 

advantages 
ofa 
methyicellulose 
menstruum 


Laboratory research* demonstrates that 

ISOPTO® CARPINE effects a greater degree 

and significantly more prolonged duration of 

miosis than a non-Methyiceliulose solution. 
*Anima! experimentation 


0.25% 

ISOPTO CARPINE 
Sterile Ophthalmic Solution 
PILOCARPINE HYDROCHLORIDE 3° 
epeciatics WITH 0.5% METHYLCELLULOSE. 

= ISOPTO ESERINE 0.25% 


Sterile Ophthalmic Solution ) 0.5% 


ESERINE SALICYLATE WITH 


Alcor 0.5% METHYLCELLULOSE. 


sterile - well stabilized - minimal irritation 


el - uniform - pH and tonicity adjusted 


ALCON LABORATORIES. Inc SUPPLIED: ISOPTO® CARPINE 
FORT WORTH, TEXAS 1Sce Drop-Tainer® 
ISOPTO® ESERINE 
Alcon products are readily availabie to Drop-Tainer™® 
pharmacies from their Service Wholesale 
Drug Suppliers in the U.S. and Canada. ISOPTO® OESIGNATES ALCON STERILE OPHTHALMIC 


Export Dept.: 120 S. LaSalle St., Chicago PREPARATIONS CONTAINING METHYLCELLULOSE 
CARPINE-! 
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REQUIRED READING FOR OPHTHALMOLOGISTS 


THE EYE: A Clinical and Basic Science Book 
by E. Howard Bedrossian 

Univ. Pennsylvania. A tested collection of use- 
ful, up-to-date information arranged for easy, 
quick consultation in three sections: 1) CLIN- 
ICAL SECTION: Presented in the ways an 
ophthalmologist thinks in treating patients. 
2) OCULAR EMERGENCIES SECTION: Spe- 
cific information for quick access. 3) BASIC 
SCIENCE SECTION: Prepares for Board Exam- 
inations. Pub. Sept. ‘58, 352 pp., 52 il. (2 
pages of four-color process), $11.00 


FUN COMES FIRST FOR 

BLIND SLOW-LEARNERS 

by Mildred Blake Huffman 

California School for the Blind, Berkeley. Re- 
lates the experiences of and procedures used 
by the author in supervising a classroom of 
young mentally retarded blind children. Much 
of the material should prove helpful to persons 
working with mentally retarded sighted chil- 
dren and normally intelligent blind children. 
Pub. Oct. ‘57, 176 pp., 18 il., $5.00 


PRINCIPLES OF OPHTHALMOSCOPY 
by John K. Erbaugh 


Norristewn State Hospital, Pa. A practical, 
easy-to-follow manual designed to aid not 
only in the diagnosis but in the manner of 
treatment and follow-up in some diseases. The 
reader is furnished both a verbal and a visual 
picture of the appearance of most lesions, 
their exact location in the eye, and associated 
ocular features. Pub. Dec. “57, 80 pp., 9 il. 
(B & W), 22 full-color plates, $5.50 


OUR BLIND CHILDREN: Growing and 
Learning with Them 
by Berthold Lowenfeld 


Berkeley, California. A straightforward, real- 
istic, practical book covering all areas of 
learning, educational facilities, and in a final 
chapter—the seventeen most-asked questions 
are brought up. An informative Appendix lists 
periodicals, educational facilities, and organ- 
izations which serve blind children. Pub. ‘56, 
224 pp., 8 il., $5.50 


A SYSTEM of OPHTHALMIC ILLUSTRATION 
by Peter Hansell 


University of London. Brings into sharp focus 
features like these: Guiding principles in se- 
lecting equipment for ophthalmic photography; 
Detailed treatment of motion picture photog- 
raphy; Gross specimens and special prepara- 
tions; General organization of an illustration 
department, including indexing and filing of 
records; The role of the artist in the field. 
Pub. Oct. ‘57, 128 pp., 128 il. (5 color 
plates), (Amer. Lec. Medical Photography), 
$5.75 


NEURO-OPHTHALMOLOGY, Second Edition 
by Donald J. Lyle 


Univ. Cincinnati. Deals with the relationship 
of the eye to the brain showing the effect of 
certain diseases of the brain on the eyes. Per- 
tinent data concerning the anatomy, with his- 
tologic detail when necessary and with outline 
of the normal function of these structures, 
which is imperative for better understanding, 
ore stressed. Pub. ‘54, 608 pp., 655 il. (20 in 
color), $17.50 


GEOGRAPHIC OPHTHALMOLOGY: Asia, 
Australia, and Africa 
Edited by William John Holmes 


St. Francis Hosp., Honolulu. The book begins 
with a challenge by Professor Moacyr Alvaro 
of Brazil, who calls upon ophthalmologists 
throughout the world to pool their ideas and 
technical knowledge beyond national boun- 
daries and beyond the seas. In succeeding 
chapters detailed discussions are presented on 
prevalent eye diseases throughout the Eastern 
Hemisphere. To be published Nov. ‘58 


COMPARATIVE ANATOMY OF THE EYE 
by Jack H. Prince 


Univ. Hosp., Columbus, Ohio. Written for the 
student so far as its simplicity is concerned, 
and for the research graduate in the way 
available information is tabulated and labora- 
tory methods explained, this book includes 
all of the anatomical investigations made by 
the author and some by other experts. Fea- 
tures a section On comparative anatomy of the 
orbit which has not been dealt with to any ex- 
tent previously. Pub. ‘56, 422 pp., 274 il. (7 
in color), $8.50 


CHARLES C THOMAS - PUBLISHER - 301-327 E. Lawrence Ave. - SPRINGFIELD - ILLINOIS 
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How many for ANISEIKONIA? 


Prudent practitioners often ask this question 
as they consider purchase of the AO Space 
Eikonometer. Chances are the answer will sur- 
prise you and will also indicate a very real way 
in which you can give added service to many 
more of your patients. 

The results of a long term survey (15 years) 
show that at least one out of every ten patients 
had symptoms that indicated the desirability of 
an examination for aniseikonia. 

Now, whenever case histories or symptoms 
show possible presence of this disturbing factor, 


American 


you can make the necessary tests in your own 
office ...quickly, easily and accurately...with the 
AO Space Eikonometer. 

An ingenious lens system and target design 
reduce examination time to minutes instead of 
hours. Simple, critically accurate subjective test- 
ing is provided for image size differences in 
horizontal, vertical and oblique meridians. Only 
6%" x 9%" of table space is required. 

_ It will pay you to talk to your Sales Represen- 
tative about the advantages of “‘on-the-spot” 
aniseikonia examinations. 


N OW Many practitioners are using 
simplified translation tables to design 
and procure aniseikonic lenses locally 
at a radical reduction in time and cost. 


Optical 


COMPANY 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 
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makes the shift to ether smoother and easier 


VINETHENE. 


CViny! Ether for Anesthesia, U.S.P.> 


VINETHENE is a superior induction agent prior to 
ethyl ether. its action is rapid and smooth. 
Excitement or nausea is rarely encountered. 
Muscular relaxation is good. Such benefits, 
established for a quarter of a century, aiso 
recommend VINETHENE for short operative 
procedures and as a compiement to nitrous oxide or 
ethylene. VINETHENE is easily administered via 
open, semi-ciosed or closed methods. 


Supplied: in 10-cc., 25-cc., 50-cc., and 75-cc. 
botties, each with adjustable plastic dropper cap. 


MERCK SHARP & DOHME 
Division of MERCK & CO., Inc. 
Philadelphia 1, Pa. 
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for the 
Dissection 


of Lamellar Grafts 


RAMON CASTROVIEJO, M.D. 3 


Procedure is shortened, and minimally trauma- E 
tized grafts of even thickness and as large as E 
permitted by the donor’s eye are obtained. 

This result was difficult to achieve by older 
methods, especially with larger grafts. 


@ Small enough to observe the donor eye for which 
it is used only. 


@ Edge of cutting blade visible through open roller 
guards, enabling surgeon to start and complete 
graft at exact margins. 


@ Uses small, disposable, double-edged razor blade. 
Simple mechanism. 


@ Shims are provided in thicknesses of 0.1, 0.2, 0.3, 
0.4 and 0.5 mm., permitting grafts from 0.1 to 
1.5 mm. thick. This method so accurately controls 
the thickness that two grafts of 6 mm. diameter 
have been removed from a single donor eye. 


Instrument also useful for cutting buccal mucous grafts 
for plastic repair in cases of symblepharon or extensive 
scarring of the conjunctiva. The mucous membrane can 
be taken from the buccal surface of lip or cheek. It cuts 
the grafts so thin that they need no further thinning, 
which was impossible with previous instruments. 


E-2530 — Lip Plate, CAS- 
TROVIEJO: used in connec- 
tion with the Electro-Kerato- 
tome for cutting of buccal 
mucous grofts...... $17.50 


Head of instrument is Stainless Steel. Motor is rotary 
type, AC or DC, 110 to 220 V. 


E-2950—Keratotome, CASTROVIEJO: head only 

with one dozen blades, Stainless Steel . $150.00 


Complete 
E-2952—Extra Blades for E-2950, dozen.... 1.50 


STORZ INSTRUMENT COMPANY 
4570 AUDUBON AVE., ST. LOUIS 10, MO. 


New York Showroom 
809 Lexington Ave. 
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—*PILOVISC-2 


50-501 
PILOCARPINE 


PLOMIOTIN 


2% IN 


BRAND OF 
= MLOCARPINE 
ave §. 2% ALKALOIS 


The Co tex 


~ 


STEQRE 

METHYLCELLULOSE 
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aqueous PILOMIOTIN 4%, 4%, 1,2, 3,4% 


An effective, stable, non-allergenic solution of surgical 
quality and utmost patient comfort... 


methylcellulose PILOVISC 1,2,4% 


A stable, uniform solution providing prolonged 
contact for most efficient miosis. . . 


castor oil PILOMIOTIN IN OIL 2% only 


A stable, uniform solution for extended 
nocturnal glaucoma therapy .. . 


Write for samples and literature 


” The ISO-SOL CO., Inc. 
LINDENHURST, N. Y. 


Farmaicia Panamericana, The Ranar Co., 
Panama City Montreal 
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STAPES 
MOBILIZATION 


MYRINGOPLASTY 
TYMPANOPLASTY 
The Instruments of: 
ROSEN 
SHAMBAUGH & DERLACKI 
KOS 
HOUSE 
GUILFORD & WRIGHT 
WULLSTEIN plus the ZEISS 
OTOSCOPE MICROSCOPE 
ZOELLNER 
with all accessories, 
HEERMANN including sterilizable 
stainless shields for 
And Others eye pieces, objectives. 


Photographic attachments 
available, too. 


Write for Illustrated Booklet .. . 
Free on Request 


UELLER 2 CO. 


330 South Honore Street 
Chicago 12, Illinois 
DALLAS @ HOUSTON e LOS ANGELES @ ROCHESTER, MINI. 
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=no irritatih 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


(prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


@ free of any particulate matter capa- of * 


ble of injuring ocular tissues. hydrocortisone 


@ uniformly higher effective levels of 


prednisolone. 
SUPPLIED: Sterile Ophthalmic Solution NEO-HYDELTRASOL 0.5% 
(with neomycin sulfate) and Sterile Ophthalmic Solution HY- “Q es 
DELTRASOL 0.5%. tn 5 cc. and 2.5 ce. dropper vials. Also available 


as Ophthalmic Ointmeat NEO-HYDELTRASOL 0.25% (with neo- 
mycin sulfate) and Ophthalmic Ointment HYDELTRASOL 0.25%. MERCK SHARP & DOHME 
in 3.5 Gm. tubes. Division of MERCK & CO., Inc. 


HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Philadelphia 1, Pa. 
Merck & Co., Inc. 
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a 
Ps 
prednisolone 21-phosphate as 
the monosodium salt—is 675 
soluble than prednisolone or hy- 
drocortisone. 


Thais 1s where we stand on 
Industrial Safety Rx Programs 


A statement of Policy 


A Safety Rx Program is both economically and socially 
important to American Industry and must be provided 
by someone. It is to your advantage, therefore, to have 


Here’s what we tell industry: 


1. That AO will inform the Professions wherever an AO Safety Rx Program is insti- 
tuted. 


2. That safety Rx glasses should be fitted to the individual’s particular job needs. A 
prescription for off-the-job wear may not be suitable for in-plant use. 


3. That steps should be taken to discourage or prohibit taking safety prescription 
glasses off company property. This assures their availability for job use at all times. 


: 4. That up-to-date prescriptions are an absolute necessity. Eye conditions change too 
a frequently to make safe the use of an old prescription. 


5. That all the services of examination, refraction, fitting, and re-evaluating are 
essential and should be performed by qualified professional men. 


6. That an industrial public relations program should be instituted to acquaint em- 
ployees with the details and benefits of a Safety Rx Program. 


This policy applies to safety prescription materials only. 
American Optical Company sells its nonprescription eye 
protection devices and other items of personal protec- 
tion directly to industry on specification and requisition. 
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by American Optical Company 


such a program organized by a responsible member of the 
optical industry —the American Optical Company— which 
will attempt to protect your professional prerogatives. 


Here’s what we do to support you: 


1. Supply only lenses and frames of the highest quality, which meet or exceed 
Federal Specifications for Safety Rx glasses. AO stands behind its products 100%. 


2. Clearly mark all American Optical Company safety frames and lenses with the 
AO trade mark. There is no mistaking them with regular glasses. 


3. Make frames optically correct, reasonably good-looking and comfortable (provid- 
ing that safety factors are in no way jeopardized), to encourage on-the-job use. 


4. Compound prescriptions calling for corrective-protective glasses only when they 
come from a legalized refractionist or ophthalmic dispenser. 


5. Question any safety prescription which has been altered after the refractionist 
has signed it. 


6. Abide by the shipping and billing instructions on the signed safety prescription, 
according to the arrangement reached jointly by industry and the Profession. 


American & Optical 


COMPANY 


Since 1833... Better Vision for Better Living 
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You have everything at your fingertips! ... with a 
Ritter Ear, Nose and Throat Unit. With this unit, 
equipment necessities for ENT work are carefully 
placed within your examining and treatment area J 
... the cuspidor,conveniently located for patient use 
... the surgical aspirator with interchangeable tips 
right at hand... the low voltage instruments and 
spray bottles, centrally located for easy grasp...a 
swinging tray, holding medicaments and other in- 
struments, effortlessly positioned to suit your needs. 

The Ritter Ear, Nose and Throat unit was de- 
signed to help you utilize your skills to the fullest 
extent with a minimum of effort. You have your 
choice of four models—the cuspidor on the right or 
left side as an integral part of the unit, or a right or 
left-hand unit with the surgical cuspidor separate 
for placing on the opposite side of the chair. 


WRITE for complete, detailed 
information on the Ritter ENT 
Unit, Ritter ENT Motor Chair, 
or Ritter Combination Ear, Nose 
and Throat-Oral Surgery Unit. 
Ritter Company Inc., 4848 Ritter 
Park, Rochester 3, New York. 


Ritter 


ONLY 3 — 
tray holds gceriized instru 
witout 
stant cord pull, = 
unit with @ flick y 
maticall 
the wrist- t rerurned 
holdet- trol cau- 
Auxiliary switch can pressor: All 
cols and call butto® vacuum 
| Unit has extra, of 
side, fof attachin’ rumen ts. 
other Low voltage * 


Emphasizing the PREOPERATIVE use of 


SALICYLATE AND 
(Brand of carbazochrome salicylate) BLEEDING 


FOR THE CHILD PATIENT BEFORE AND AFTER ADENOIDECTOMY AND TONSILLECTOMY: 
“1. Preoperative medication: For seven days a day.’””! 
before operation Adrenosem, in doses of 1 mg.., 
was administered three times a day and a mix- “On the day of operation, Adrenosem 5 mg. 
ture of benzathine penicillin and triple sul- hypodermically is administered to minimize 
fonamides, in doses of 1 teaspoonful three times capillary bleeding.’”? 


FOR ALL PATIENTS BEFORE LARYNGOLOGIC, BRONCHOSCOPIC AND ESOPHAGOLOGIC PROCEDURES: 


‘**The routine preoperative use of Adrenosem in bleeding at the time of operation and the ooz- 
tonsil and adenoid surgery diminishes both the ing in the immediate postoperative period.”* 


IN UROLOGICAL PROCEDURES: 


*“‘My own method is, after ensuring maximum of (1) Oxycel, (2) adrenalin with procaine 
haemostasis, to employ every known means of locally into prostatic capsule, (3) Adrenosem 
ensuring that clotting shall occur, viz. the use systemically .. .”"4 


IN PLASTIC SURGERY: 
. . . this drug [Adrenosem Salicylate] is a to reduce blood loss and provide a clearer 
valuable aid to plastic surgery in its ability operative field.’’5 


IN ORAL SURGERY: 


“The difference in the control bleeding time “No postoperative bleeding was noticed in 
and the bleeding time after the administration those patients who had received Adrenosem 
of 10 mg., intramuscularly or orally, of Adren- Salicylate preoperatively.”’? 

osem Salicylate was statistically significant.’’® 


IN PATIENTS WITH BLEEDING DISTURBANCES: 


‘““Treatment consisted of the administration of quantities from 20 to 80 mg. over a period of 
Adrenosem® Salicylate intramuscularly in four to eight days before operation.’’® 


NON-TOXIC, NO CUMULATIVE EFFECT: 


“‘Adrenosem Salicylate is non-toxic and has a traindications. It has no cumulative effect. 
high index of therapeutic safety. At the rec- Patients treated for more than two years show 
ommended dosage levels there are no con- no toxic effects attributable to the drug.’’® 

*U.S. Pat. 2581850,2506294 


THE S. E. MASSENGILL COMPANY, 


BRISTOL, TENNESSEE 
NEW YORK KANSAS CITY ° SAN FRANCISCO 
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effective 
in virtually every 


operative procedure 


TO CONTROL OOZING AND BLEEDING 


SALICYLATE 


(Brand of carbazachrome salicylate) 


The photographs to the left show the same 
rhinoplastic procedure on two patients— 


one untreated, one treated with 
Adrenosem. 


Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; 
- os , Tablets, 1 and 2.5 mg.; Syrup, each 5 cc., 2.5 mg. 
pace +9 wr | Potency of all dosage forms stated in terms of 
the active ingredient, adrenochrome monosemi- 


Write for literature describing the action and uses 
of Adrenosem Salicylate. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE « NEW YORK « KANSAS CITY « SAN FRANCISCO 


CASE =2 TREATED WITH ADRENOSEM 


1. Orzac, E.: Medical Care of the Child Patient Before and After Ade- 6. Perkins, R.E.L.: A Clinical Investigation of Adrenochrome Mono- 


noidectomy and Tonsillectomy, N.Y. State J. Med. 56:886 (Mar. 1956). 
2. Ersner, M.S. and Lerner, S.S.: M. Clin. North America #@-1749 
(Nov., 1956). 

3. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the 
Nose and Throat, A.M.A. Arch. of Otolaryng. 61:450 (Apr., 1955). 
4. Dennehy, P.J.: The Care of the Prostatic Cavity, South African 
Med. 30:21 (Apr., 1956) 

5. Brown, W.S.: The Use of Adrenosem Salicylate to Control Post- 
operative Bleeding in Plastic Surgery: Dermabrasion, Northwest Med. 
57 :470 (Apr., 1958) 


semicarbazone Sodium Salicylate, Oral Surg., Oral Med. Oral Path. 
10:230 (Mar., 1957). 

7. Brode, A.B. and Chianese, T.C.: A Clinical Evaluation of Adrenosem 
Salicylate. Ann. of Dentistry 15:56 (Sept. 1956). 

8. Zubieta C.B. and Escanaverino, R.B.: Adrenosem for the Prevention 
of Bleeding in Tonsillectomy, Am. Pract. 3:385 (Mar., 1957). 

9. Riddle, A.C. Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral 
Surg., Oral Med., Oral Path. €:617 (June, 1955). 
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The Tr 
from Mager & Gougelman 


30 N. Michigan Ave. | 
Chicago 2, Illinois New York 22, N. Y. 


CLEVELAND DETROIT 


| 


Eddie Kerr has helped physicians fit 
thousands of patients with artificial 
eyes. Like the other experts from our 
offices, he provides you with technical 
information and assistance on difficult 
cases. The samples in his case will 
match many patients. Or, he can 
make eyes that perfectly match with 
the materials he carries. One of our 
experienced men visits most areas 
regularly—another reason to call or 
write our nearest office for your next 
ocular prosthesis. 


Eyes custom made— 
glass or plastic 


* Eyes from stock sent on 


—gloss or plastic 


Complete 


accurately matched 


motility implants 
Implants, 


Service 


same day order received 


* Damaged or broken eyes 


Artificial Eye ® Fitted to all types of 


X-Ray therapy shields, 
foreign body locators 


® Superior Quality— 
Finest Workmanship 


Serving the Profession Since 1851] 


KANSAS CITY MINNEAPOLIS 


Mager and Gougelman tne. 


E. 56th St. 


HOUSTON (Soper Bros.) 
ST. LOUIS 
BOSTON PHILADELPHIA PITTSBURGH WASHINGTON 


URGENT REQUEST 


The Uveitis Laboratory, University 
of California School of Medicine, San 
Francisco, is interested to obtain 
freshly enucleated eyes from patients 
with all types of uveitis and other 
endogenous inflammations. Attempts 
are being made to isolate etiologic 
agents from these eyes. 


The eyes should not be fixed in 
preservatives or frozen, but placed in 
a sterile bottle, packaged, and shipped 
as quickly as possible. Please send 
specimens air express, special delivery, 
collect. Enclose history and findings, 
and mark the package “’Fresh Tissue 
Specimen—Rush.”’ 


A report of isolations of organisms 
and pathologic findings, including a 
slide, will be sent to the contributor. 
Credit will be given in any resulting 
publications, if desired. 


Telegraph collect if specimen is being 
sent. Send eyes to... 


Samuel Kimura, M.D., 
Michael J. Hogan, M.D., or 


Phillips Thygeson, M.D. 
University of California School 
of Medicine, San Francisco 22 


Featherweight 


Permits interchange of higher or lower power 
lens mountings. Designed to give complete 
comfort when wearing glasses. Can be steril- 
ized without harm. Now available with choice 
of 2X or 212X. $15 P.P. Additional 
powers $6 pr. ppd. 


BARNETT Optical Laboratories 
3120 North Cicero Ave., CHICAGO 41. ILL. 
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with the ALL-NEW 


ATHLETIC GLASSES 


Streamlined ends 
to protect 


— Expandable, adjustable 
\ “Glass Gard” headband 


“Cushion 


shock absorbent 
rubber nose piece 
lenses securely 


Drop-ball tested 
safety glass or 
plastic lenses 


JOHNNY KUNDLA, 

coach of the Minne- 
@ ALL AMERICAN ATHLETIC GLASSES are a wise apolis Lakers, says — 
investment in eye safety for athletes. These “All American Ath- 


letic Glasses provide 
all-new glasses have been designed by BENSON ape 


to provide the finest in protection without interfering protection!” 
with performance . . . assuring complete player ° 
confidence! Note the specific design features above — SIZES 
and you'll agree that your athlete-patients who wear 44.20 «47-20 
glasses deserve this kind of all-around protection. 44-23 47-23 
Advertisements reaching thousands of athletic Temples available from 
coaches and athletes around the country will advise 6” through 7” cable. 


“Order through your doctor.” Be ready — examine a 
complete sample at nominal cost. Write today . . . 


BENSON OPTICAL COMPANY 
Executive Offices * Medical Arts Building, Minneapolis 
specialists in prescription optics since 1913 


COMPLETE LABORATORIES CONVENIENTLY LOCATED IN UPPER MIDWEST CITIES 
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Songer wittiout any 


macular hemorrhages 


M ocular and are absorbed 1 after 
use of IODG-NIACIN' "The used in, tablet 
three ties 


~ 


Ipeases of and IODO-NIACIN 
been used with: ercat. beh ' ‘doses were given for a year or 


The, formula” Meget®0-NIACIN Tablets contains potassium iodide 


y he 33mg. Os gr.) combined with niacinamide hydroiodide 25 mg. 


i. Opkth, 42:771, 


m. Digest Dés. 
2. 22:5, 1955. 


3. see, Times 84:741, 


Cecil’s Textbook of 
4. Medicine, 7th 
1947, p. 1598, 
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CHEMICAL 
COMPANY 
3721-27 teciede Ave. 
$t. Lovis 6, Me. 


*U.S. Patent Pending 


gr.). IODO-NIACIN Ampuls 5 cc. are highly satisfactory for 
intramuscular or intravenous use’. 


Since the retina is intrinsically a part of the brain*, hemorrhages in 
this region are indicative of a similar cerebral condition for which 
IODO-NIACIN is directly indicated. 


IODO-NIACIN Tablets, slosol coated pink, are supplied in bottles of 
100. Ampuls 5 cc. in boxes of 10. 


Write for professional samples and literature.-—--—— 
Cole Chemical Campany AAI2 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 1000-NIACIN. 
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An unsightly eye can be a 

great drawback to an individual 

at any stage of life. 

Other than tHe lack of vision 

or very poor acuity often associated with 

such a problem, these individuals are often 
socially handicapped and usually overlooked for 
positions for which they may have excellent 
qualifications. Employers must take into account 
their physical characteristics as well as 

mental capabilities. Unsightly 


One of the adjuncts of contact lens work is eyes--- 
the fitting of the cosmetic contact lens. Contact lenses 

may be used to cover disfigured corneas and scleras; 

they are valuable in covering an eye with a tropia where 

the eye is sightless. The cosmetic contact lens can be 


i - used to fill in the eye socket in an enophthalmic eye— 


and a narrow palpebral fissure can be opened. 
More and more uses are being found 
for the cosmetic contact lens. 


the Plastic 
Contact Lens 
Company 


Dedicated to Knowledge and Research 


59 E. MADISON ST. * CHICAGO 3, ILLINOIS 
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To the center 


a complete armamentarium for 
topical eye therapy 


comprehensive therapy for ocular 
inflammation, infection, allergy 


ME 'TIMY D ophthalmic suspension 


METICORTELONE® Acetate 5 mg. (0.5%) and 
Sodium SULAMyYD® 100 mg. (10%) each cc., 5 cc. 
dropper bottle. 


for more potent antibacterial effect 
ME'TIMY D ointment with NEoMmyYcIN 


METICORTELONE Acetate 5 mg. (0.5%), Sodium 
SULAMYD 100 mg. (10%) and neomycin sulfate 
2.5 mg. (0.25%) each gram, “% oz. applicator tube. 


for resistant ocular allergies 
ME'TRE'T ON’ ophthalmic suspension 


METICORTELONE Acetate 2 mg. (0.2%) and 
CHLOR-TRIMETON® (chlorprophenpyridamine 
gluconate) 3 mg. (0.3%) each cc., 5 cc. dropper 
bottle. 


for ocular infections 


Sodium SULAMYD 
ophthalmic solution 


Sulfacetamide Sodium U.S.P 30%, 5 and 15 cc. 


dropper bottles. 
Sulfacetamide Sodium U.S.P 10% with 0.5% 
methylcellulose, 15 cc. dropper bottle. 


Sodium SULAMYD 


ophthalmic ointment 
Sulfacetamide Sodium U.S.P. 10%, Y% oz. tube. 


SCHERING CORPORATION 
BLOOMFIELD, NEW JERSEY 
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BETTER HEARING... 
NOT “BETTER HIDING” 


is what’s important 


in Hearing Aids! 


In Zenith’s opinion, all too much em- 
phasis is being placed today on the size 
and concealing qualities of hearing 
aids. Not enough is said about the ad- 
vantages the hard-of-hearing should 
really look for when they buy a hear- 
ing aid. 

One would almost believe that a 
hearing aid only needs to be smaller 
and less conspicuous to be a better 
hearing aid. That the best possible of 
all conceivable hearing aids is an invis- 
ible one. 

Of course, there is no such thing as 
an invisible hearing aid at this time. If 
it were possible to make one, Zenith, 
with its vast resources and 40-year ex- 
perience in the field of sound reproduc- 
tion, would have developed it. 

What is possible (and Zenith has 
proved it) is to develop remarkable pre- 
cision instruments that reproduce 
sound with such amazing clarity that, 


to users, hearing is a pleasure again. 
Zenith dealers offer a hearing aid model 
for every electronically correctable 
hearing loss. 

True—Zenith has achieved great 
progress in making hearing aids smaller 
and less conspicuous, but we have never 
sacrificed hearing aid quality and per- 
formance for size. Zenith and Zenith 
dealers will always place cosmetic 
advantages second to hearing aid 
performance. 

We recommend that anyone with a 
hearing loss see a doctor first . . . then, 
if the loss is correctable, to select the 
hearing aid that offers greatest hearing 
help. 

A modern, precision hearing aid can 
bring a wonderful new life to the hard- 
of-hearing. Helping them to enjoy its 
full benefits is a privilege—and a chal- 


lenge—to us. It’s part of the Zenith 
Crusade. 


CLIP AND SEND TODAY! —--—-—----- 


Please mail me free mounted full-color ear chart, and list of 
local dealers. Also literature and information on 30-Day Free 
Trial Offer for Physicians. 

Zenith Radio Corp., Hearing Aid Division 

5801 Dickens Avenue, Dept. 41Z, Chicago 39, Illinois 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The dimensions in the above photograph ore 5’ 9” along one wall and 4 2” along the other. In this area, 
conveniently arranged, is everything needed to make a complete examination. However, it need not be con- 
fined to this limited space. The complete absence of piping and wiring is especially noticeable. A number 
of other arrangements will be furnished on request. 


Treatment Stand: Covered with stainless steel. Contains: air regulator with gauge, tubing, cutoff and air 
filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; transilluminator com- 
plete with rheostat, cord, handle, lamps, antrum and frontal tips; seven metal drawers on fiber runners and 
ome large drawer for towels: waste container; bokelite covered work table; space for six spray bottles, twelve 
solution botties, shelf for cotton jors; pocket for history card or prescription blanks; and a spray bottle 
heater; the whole presents an attractive appearance and wil! not tarnish and is easy to keep clean. Price 
complete without giasswore $195.00. Without air but with electrical ipment $165.00. With air equipment 
only $150.00. Wi t either air or electrical equipment $115.00. Glassware available. 


Cheir: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
|; paper covered headrest removable; locked with foot-pedal; bakelite armrests removable. Back locks 
rigidly in any position. As shown in brown or green. $150.00. 


Turning Chair: By adding a footrest and the necessary handles this chair can be used for turning tests. All 
the additional equipment is easily and quickly removable. Add $30.00 


Combined Suction and Cuspidor: This is an entirely new piece of equipment. !t was designed to eliminate 
the cost of are © separate suction. The apparatus is 12” wide and projects 131%” from the wall. 
flushing rim and suction is furnished with a vacuum breaker and should meet all plumbing re- 
quirements. Stop and trap not furnished. Available in ivory, green and white. Price $95.00. 


Ceiling Light: A telescopic light attached to the ceiling. also be attached to base board in back. of 
chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft. 165 50 (add one dollar per ft.). 


Light Shield: Takes an ordinary 100 watt lamp. Will not burst; spot can easily be rotated. $5.00. 
Stool: A soft upholstered stool with easy running ball bearing stem casters. $20.00. Stool with back, $26.00. 
All the equipment shown in this advertisement, ready to be attached to your air system, $531.50. 
CATALOG SENT ON REQUEST 
All Prices are F.O.B. Los Angeles, Calif. 


Surgical — Mechanical — Research, Inc 


1901-1903-1905 Beverly Blvd. SMR Los Angeles 57. Calif. 


Designed by Paul H. Holinger, M.D. Chicago 
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Designed by Paul H. Holinger, M.D., Chicago 


ACTUAL SIZE: The size shown is 41 —/. to r. 33 mm, 40 mm, and 46 mm long. 


HOLINGER TRACHEA TUBES 


Holinger Infant Trachea Tubes are designed to fit the smallest patient—down to 
four pounds—with as much comfort and convenience as possible. The unique curve 
of the tube has been developed as a result of X-ray studies of the position of the 
infant trachea and larynx—an arc of 65° rather than the usual 90° tube-to-plate 
alignment. 


Infant Trachea Tubes available in 3 sizes, 3 lengths; please order by catalog number. 


Br4270 Size 00—33 mm. long Br4276 Size 0—40 mm. long 

~ Par, Br4277 Size 0—46 mm. long 
Br4280 Size 1—33 mm. long 
Br4272 Size 00—-46 mm. long Br4281 Size 1—40 mm. long 
Br4275 Size 0—-33 mm. long Br4282 Size 1—46 mm. long 


NOW AVAILABLE .. . a complete line of Holinger Trachea Tubes for adults. 
8 sizes, each 3 lengths; please order by catalog number. 


Br4283-A Size 2—33 mm. long Br4286-B Size 5—68 mm. long 
Br4283-B Size 2—40 mm. long Br4286-C Size 5—73 mm. long 
Br4283-C Size 2—46 mm. long Br4287-A Size 6—63 mm. long 
Br4284-A Size 3—50 mm. long mm. 
Br4284-B Size 3—55 mm. long Mm. 
Br4284-C Size 3—60 mm. long 
Breés86-A Sise 4—50 mm. long Br4288-C Size 7—73 mm. long 
Br4285-B Size 4—-55 mm. long Br4289-A Size 8—73 mm. long 
Br4285-C Size 4—-60 mm. long Br4289-B Size 8—-75 mm. long 
Br4286-A Size 5—63 mm. long Br4289-C Size 8—78 mm. long 


Holinger Laryngectomy Tubes available shortly. 
Holinger Infant Trachea Tubes are available only from Pilling—order direct 


GEORGE P. PILLING & SON Co. 


3451 WALNUT STREET 
PHILADELPHIA 


HEADQUARTERS FOR INSTRUMENTS FOR BRONCHOESOPHAGOLOGY 
Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
James M. Francisco, 4412 E. Broad St., Columbus 13, Ohio 
CABLE ADDRESS: Surgical-Phila. 
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ophthalmic products 
with distinctive advantages... 


 @ their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa, 
a serious invader noted for the rapidity of its destructive powers, 


e their component antibiotics rarely sensitize. 


brand Polymyxin B-Gramicidin-Neomycin 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


| brand Polymyxin B-Bacitracin-Neomycin 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


x 
brand Polymyxin B-Racitracin-Neomycin 
with Hydrocortisone 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes, 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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NOW... the best is even better 


~ 
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with SUPER-SCOPIC STYLING... 
more visibility, added ease of fingertip control, 
5 new color-keyed finishes . i 


Long recognized as the most efficient of refrac- 


BAUSCH &.LOMB 


tors, the new B&L Greens’ offers more benefits 
than ever. Scales are easier to read, controls 
easier to manipulate. The whole effect is simpli- es ; 
fication and streamlining of the instrument ex- 
terior for optimum prescription accuracy and ! 
operating pleasure. Color-keyed finishes are 


Coral, Jade Green, Biscayne Blue, Cream White Gree ns 
and Satin Black. Ask for a demonstration. 


Retractor 
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TRANSACTIONS — NOVEMBER - DECEMBER, 1958 


New Manuals 
Teaching Aids 


GET THE NEW 
REVISED EDITIONS 


GLAUCOMA 
by Sam Meyer 
and 
PRINCIPLES 
OF 
OTOLARYNGOLOGIC 
PLASTIC SURGERY 


by Oscar Becker 


EMBRYOLOGY OF THE 
EAR 
Motion picture in color with sound 
Album of color prints 
of embryologic sections 


of the inner ear 


EYE 
Motion picture in color with sound 
Film strips 


Write for order form 
W.L. Benedict, M.D., Executive Secretary 


AMERICAN ACADEMY 
OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


15 Second St. $.W., Rochester, Minn. 


XXVII 


News 
about === 
controlling 
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New 6-page Review 
Sums Up the latest 
findings on one of medicine’s most 
useful but underestimated drugs 


Ten minutes is all it will take you to 
bring yourself completely up-to-date on 
codeine. Concisely written from the clin- 
ical viewpoint, Codeine Today quotes 
the statements of today’s authorities on 
when to use, how to use and where to 
use this versatile drug. Information is 
of interest to practically every practi- 
tioner. Bibliography contains 60 refer- 
ences, more than 90% of which were 
published in 1958. 


SEND FOR YOUR 
FREE COPY TODAY 
r 


MERCK & CO., INc. 
Medicinal Products Department 
RAHWAY, NEW JERSEY 


Please send me copies of 
Codeine Today. 


PHYSICIAN'S NAME AND ADDRESS 
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announcing ... the new and 


expanded quarters for greater efficiency... 


Obug LABORATORIES, INC. 


contact lenses 


New York Office Sarasota, Florida 


75 East 55th Street P.O. Box 791 
New York 22,N.Y. Sarasota, Florida 


- NEW ORLEANS ACADEMY OF OPHTHALMOLOGY 


The Ninth Annual meeting of the New Orleans Academy of Ophthalmology will be 
held in New Orleans in the Roosevelt Hotel, February 23-27, 1959, featuring 
“Diseases and Surgery of the Retina.” 


PANEL 
ARTHUR J. BEDELL, M.D. WILBUR C. RUCKER, M.D. 
HAROLD F. FALLS, M.D. CHARLES L. SCHEPENS, M.D. 
BERTHA A. KLIEN, M.D. DONALD M. SHAFER, M.D. 
DOHRMANN K. PISCHEL, M.D. LORENZ E. ZIMMERMAN, M.D. 


The registration fee of $75.00 includes associate membership in the Academy for 
the year of 1959, as weil as all other features of the convention. Hotel reservations 
should be made early by writing directly to the 


EXECUTIVE SECRETARY, P. O. BOX 469, NEW ORLEANS, LA. 


REPLACEABLE BLADE 


Eye Knife 


SURGICAL KNIVES BY 
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DEPENDABLE 

DELICATELY SHARP 

£. 
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Cataract *2.00 

Keratome ‘250 N 

Lundsgaard *2.50 
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American Academy of Ophthalmology and Otolaryngology 
THE COUNCIL — 1958 


LeRoy A. Schall, Boston 
John H. Dunnington, New York 
F. Bruce Fralick, Ann Arbor, Michigan 
David D. DeWeese, Portland, Oregon 
Philip M. Lewis, Memphis, Tennessee 
Algernon B. Reese, New 
A. C. Furstenberg, Ann Arbor, Michigan 
Erling W. Hansen, Minneapolis 


Third Vice-President 


Past President 


William L. Benedict, Rochester, Minnesota } Executive Secretary- Treasurer 


Kenneth L. Roper, Chicago 
Eugene L. Derlacki, Chicago 
A. D. Ruedemann, Detroit 
Dean M. Lierle, Iowa City 


Daniel Snydacker, Chicago 
Glen G. Gibson, Philadelphia 
Harold H. Joy, 
William J. McNally, 
Victor A. Byrnes, Washington, D. C 
Victor Goodhill, Los Angeles 
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Syracuse, New York ........ 
Montreal, Quebec, Canada 


Editor and Business Manager of the TRANSACTIONS 


Secretary for Ophthalmology 


Secretary for Otolaryngology 
... Secretary for Instruction in Ophthalmology 


... Secretary for Instruction in Otolaryngology 

and Maxillofacial Surgery 

snevkeeeeds Secretary for Home Study Courses 
Secretary for Public Relations 
Councillor 


COUNCIL COMMITTEES 


EXECUTIVE, RESEARCH, AND FINANCE 


LeRoy A. Schall, Chairman 
Algernon B. Reese lohn H. Dunnington 
A. C. Furstenberg Harold H. Joy 
Erling W. Hansen William L. Benedict 


RESEARCH.AND FINANCE 
(Subcommittee of Executive, Research, and Finance) 


ernon B. Reese, Chairman 
LeRoy A. Schall William L. Benedict 
ACTIVITIES 
Harold H. Joy, Chairman 
William J. McNally Fohn H. Dunnington 
Victor A. penee . Bruce Fralick 
Victor Goodhil! 
JUDICIAL 
LeRoy A. Schall, Chairman 
Harold H. Joy ‘ictor A. Byrnes 
William J. McNally Victor ill 


BoarRD OF COUNCILLORS 


Harold H. Joy; 
William J. McNally 
Victor A. Byrnes 


Chairman 


Victor Goodhill 


BoarRD OF SECRETARIES 
William L. Benedict, 


Kenneth L. Roper Dean \ M. Lierle 
Eugene L. Derlacki Daniel Snydacker 
A. uedemann Glen G. Gibson 


PROGRAM 
LeRoy A. Schall, Chairman 


STANDING COMMITTEES 


AupbI0-VISUAL EDUCATION 


Does M. Lierle, M.D., Chairman . Iowa City 
L. Benedict, M.D., ex officio . Rochester, Minn. 
Derlacki, M.D. .... Chicago 
Kenneth L. Roper, M.D. 
A. D. Ruedemann, M.D. ne SEs Detroit 
CONSERVATION OF HEARING 
Executive Committee 

Dean M. Lierle, M.D. fastrenen Iowa City 
Lawrence R. Boies, M.D Minneapolis 
Tohn E. Bordley, M.D. Baltimore 
Norton Canfield, M.D. New Haven, Conn. 
Hallowell Davis, M.D. St. Louis 
New York 


Edmund P. Fowler, Jr., M.D. 
Meyer S. Fox, M. 9 


Milwaukee 
Aram Glorig, 


= Angeles 


Victor Goodhill, M. > s Angeles 
Gordon D. Hoople, M.D. 

Howard P. House, M.D. Los peeates 
Raymond E. Jordan, M.D. Pittsburgh 
Arthur L. Juers, ! . Louisville, Ky. 
Clair M. Kos, M.D. Iowa City 
Tohn R. Lindsay, M.D Chicago 
H. E. McHugh, M. ve Montreal, Que., Canada 


Tames W. McLaurin, M.D. 
I. McN ally, M.D. 
C.. Stewart Nash, M.D. 


Baton Rouge, La 
Montreal, Que., Canada 
ochester, 


Harold Schuknecht, M.D. Detroit 
George E. Shambaugh, Jr., M. D. Chicago 
Kinsey M. Simonton, D. Rochester, Minn. 


Ont., ‘Canada 


loseph A. Sullivan, M.D. 
_lowa City 


|. Tonndorf, M.D 


foun H. Dunnington Eugene L. Derlacki 

. Bruce Fralick . D. Ruedemann 

Harold H. Jo Dean M. Lierle 

William L. Benedict Daniel Snydacker 

Kenneth L. Roper Glen G. Gibson 
Consultants 

Raymond Carhart, Ph.D. Evanston, II. 

Howard A. Carter Chica 

Merle Lawrence, Ph. D. Ann Arbor, Mic 

Scott N. Reger, Ph.D. owa City 

Walter A. Rosenblith, Ph.D. Cambridge, Mass. 

C. Serio, M.D. 

Richard Silverman, Ph.D. Louis 


EVALUATION OF THE 


NONSURGICAL TREATMENT OF STRABISMUS 
Daniel Snydacker, M.D., Chicago 
Francis Heed Adler, M. ...Philadelphia 
Hermann Burian, Iowa City 
Edmond L. Cooper, M.D. a Detroit 
Frederick C. Cordes, M.D. ....... San Francisco 
Frank D. Costenbader, M.D. _W ashington, D. C. 
Maynard Wheeler, M.D. ew York 
William E. Krewson, III, M.D. ~ Philadelphia 


IMPLANTS AND IMPLANT TECHNIQUES 


A. D. Ruedemann, M.D., Chairman Detroit 
Alston Callahan, M.D. ..Birmingham 
Norman L. Ciatler. M.D. Wilm ne 
Orwyn H. Ellis, M.D. Ange 


Wendell L. Hughes, M. D. 
Byron Smith, M.D. 
Richard C. 


Lee Allen 
Roger Alton 


Hempstead, L. 

New 

Troutman, M.D. New York 
es from 

wa City 


Southbridge, Mass. 


ry 


STANDING COMMITTEES — Continued 


Fritz Jardon _ Detroit 
Hugh ubheimer .............-.-.--.. Chicago 
OPHTHALMIC PATHOLOGY 


Michael Hogan, M.D., Chairman ..San Francisco 
John gy foe M.D. Bryn Mawr, Pa. 
eins E. Sanders, M.D. ............... St. is 


Consultant in Pathology at AFIP 
Lorenz Zimmerman, M.D. ..Washington, D. C. 


OTOLARYNGIC 


1 H. Holinger, M.D., Chairman .......... .... Chicago 
Portiand, Ore. 
Edmund P Fowler, Jr , M.D. New York 
ohn R. Lindsay, M.D. icago 
Tames W. McLaurin, M.D. ........... Baton Rouge, La. 
ohn A. Murtagh, M.D. -..... ver, N. H. 
eorge F. 2 
Ben ii. Senturia, M.D. ...........-. St. Louis 
PAN-AMERICAN RELATIONS IN 
OpHTHALMOLOGY 
d Berens, M.D., Chairman . New York 
— H. ‘Allen, M.D. .......New Orleans 
oacyr E. Alvaro, M.D. Sao Paulo, Brazil 
Victor A. M.D. Washington, 4 
William B. Ciark M.D. ew Orleans 


S 
fr . Elliot, M.D. .. Toronto, Ont., Canada 
Louis J. Girard, M.D. _.. Oyster Bay, L. I., N. Y. 
Erling W. Hansen, M.D. ....Minneapolis 
Robison D. Harley, M.D. .-..................... Atiantic Cit 
S. Rodman Irvine, M.D. -........... Beverly Hille, C Calif. 
Philip M. Lewis, M.D. _. phis 
Angus L. MacLean, M.D. Baltimore 
L. Matthews, Secretary 
rittain F. Payne, M.D. -....... w 
G. Stuart Ramsey, M.D. ..... Montreal, Que., Canada 
Shaler Richardson, M.D. Jacksonville, Fla 
Daniel Sn dacker, Chicago 
Antonio Torres M.D. eee, D. F. 
Derrick T. Vai, Chicago 
PAN-AMERICAN RELATIONS IN 
OTOLARY NGOLOGY 
C. L. Jackson, M.D., 
Victor R. Alfaro, M.D. _....... Washington, D. C. 
Norton Canfield, M.D. __New Haven, Conn. 
ohn Marquis Converse, New York 
ose Conrad Gros, M.D. . Cuba 
aul H. Holinger, M.D. hicago 
Howard P. House, M.D. ........................... Los Angeles 
Carlos Munoz- MacCormick, ae Santurce, 
Puerto Rico 
William J. McNally, M.D. ..-Montreal, Que., Canada 
LeRo . Schall, M.D. Boston 
we E. Walsh, M.D. St. Louis 


RECONSTRUCTIVE PLASTIC SURGERY 
Marquis Converse, M.D., New York 


William C. Huffman, M.D. City 
E. M.D. Baltimore 
Dean M. Lierle, ni D. Iowa City 
M.D. Portland, Ore. 
Byron New York 
Edmund Spaeth, M.D. Philadelphia 
M.D. . Detroit 
Sidney K. Wynn, M.D. ...... Milwaukee 
SCIENTIFIC 
Kenneth L. Roper, M.D., Chairman ................ Chicago 


Eugene L. Derlacki, M. D., Chicago 
STANDARDIZATION OF TONOMETERS 


Peter C. Kronfeld, M.D., Chairman ............. Chica 

Moacyr E. Alvaro, M.D. Sao Paulo, Brazil 
E. J. Ballintine, M.D. Cleveland 
Bernard Becker, M.D. St. Louis 
Conrad Berens, M.D. New York 
W. Morton Grant, M.D. Boston 
San Francisco 


Ti H. Hodgson, M.D. _ Toronto, Ont., Canada 
Tohn C. McCulloch, M.D. _.... Toronto, Ont., Canada 


Earle H. McBain, M.D. San Rafael, Calif. 
Hobe M. McLean, M.D. ......... New York 
obert Moses, M.D. ............ _.. University Mo. 
dolph Posner, M.D. New York 


Scaert N. Shaffer, M.D. San Francisco 


SURGERY OF THE HEAD AND NECK 
LeRoy A. Schall, M.D., Chairman —................. Boston 


Edwin W. Cocke, M.D. Memphis 
ohn Conley, M.D: cc New York 

illiam C. uffman, M.D. .... ......llowa City 
Dean M. Lierle, City 
ra, M.D. St. Louis 

rge A. Sisson, M.D. . Syracuse, N. Y. 


TEACHERS’ SEcTION 


Otolaryngology 
James H. Maxwell, M.D., Chairman. Ann Asher, 


O 


A. D. Ruedemann, Chairman .... .....Detroit 


Use or Dracnostic ProcepurRES AND 
THERAPY IN UVEITIS 


A. D. Ruedemann, M.D., | Cheirmen Detroit 
Bernard Becker, M.D. . St. Louis 
Alson E. Braley, Iowa_ City 
David Cogan, M.D. ........ Belmont, Mass. 
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OPTIC NEURITIS FOLLOWING CATARACT EXTRACTION 


ALGERNON B. Reese, M.D. 
FRANK D. Carro.i, M.D. 
NEW YORK, NEW YORK 


Over the years we have been im- 
pressed by the occasional occurrence of 
an optic neuritis from six to twelve 
weeks after a cataract extraction. We 
have now studied a sufficient number of 
cases to present this complication as an 
entity. We observed nine instances and 
eight others have been reported to us by 
colleagues (Dr. Mahlon Easton of Bos- 
ton, and Drs. John Dunnington, Gordon 
Bruce, Herbert Katzin, Edward Norton, 
and Bernard 


York). 


Kronenberg of New 


Very little can be found in the litera- 
ture on this subject. In 1951, Townes, 
Moran, and Pfingst- mentioned four 
cases of optic neuritis, one of which 
may belong to this group. In 1955, while 
our study was progressing, Easton pre- 
sented before the Alumni Meeting of 
the Massachusetts Eye and Ear Infir- 
mary a case report involving both eyes 
which were affected in the manner we 
are discussing; these two eyes are in- 
cluded in our series. 


The onset of this papillitis occurred, 
on the average, from six to twelve weeks 
after the operation. The longest interval 
after the operation was ten months. 


The usual findings were edema of the 
nerve head associated with flame-shaped 
hemorrhages (figs. 1 and 2). In addi- 
tion, the small arterioles near the disc 
margin at one or more sites showed 
atresia and pallor, even to the point of 
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silver-wire appearance suggesting occlu- 
sion. 

For one to two months following the 
operation, visual acuity was good (usu- 
ally normal). During the active phase 


of the neuritis it usually ranged from 
20/70 to 20/200 (fig. 3). 


The fields in all cases showed a de- 
pression of the central vision. This was 
due to a central scotoma of 5 to 20 de- 
grees, but not often pericentral. In one 
case the scotoma broke through to the 
periphery superiorly ; in another most of 
the lower half of the field was lost. In 
addition to having the scotoma plotted 
on a tangent screen, four patients were 
tested with Amsler charts and they could 
plot their own area of central visual im- 
pairment. 


The intraocular pressure was recorded 
as measured by the Schigtz tonometer 
on seven eyes at the time of onset of the 
neuritis. It was essentially the same in 
each eve and within normal limits. 


The general physical examination of 
these patients showed nothing remark- 
able or constant. The average age was 
69, ranging from 49 to 82. 


The types of preoperative sedation 
were varied. Nine of the patients, how- 
ever, were sedated more heavily than is 
usually routine, so that they were al- 
most asleep on the operating table. The 
patients had the usual type of local anes- 
thesia, and in only two instances follow- 
ing injections was pressure exerted. 


Complications such as vitreous loss or 
orbital hemorrhage did not occur at the 
time of operation. 


| 


FIG. 1—Optic neuritis following cataract extraction. 


The duration of the disease is difh- 


cult to estimate. The shortest course was 
5 days during which time the vision im- 
proved from 20/100 to 20/30. Another 
patient's vision improved from 20/200 
to 20/30 in 26 days; and still another's 
vision improved from 20/70 to 20/30 in 
90 days. 

When a similar cataract extraction 
was performed on the fellow eye in sev- 
en patients, no complications ensued. 
The fellow eye was not surgically treat- 
ed in five patients. A similar neuritis oc- 
curred postoperatively in three patients. 


FIG. 2 
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(Left) Optic neuritis following cataract extraction. 


TR. AM. 
ACAD, OPHTH. 


SYSTEMIC TREATMENT 
Vitamins were given to some patients, 
steroids to four patients, and one re- 
ceived penicillin injections. The sys- 
temic treatment gave no indications of 
effectiveness. 


At present steroids are used during 
the acute phase on the basis of some 
work by Dr. David Cogan of Boston and 
his colleagues. They have removed and 
sectioned a portion of the temporal ar- 
tery of three patients over the age of 
fifty who developed optic neuritis of an 
unknown cause. The onset of the blind- 
ness had not followed cataract extrac- 
tion and no symptoms or signs pointed 
toward temporal arteritis. However, all 
three showed typical histologic 
changes of temporal arteritis. Since 
learning of their experience, we have 
studied microscopically the temporal 
artery of one such patient and of two 
patients with optic neuritis following 
cataract extraction — all with negative 
findings, except for a very marked de- 
gree of sclerosis. As we did not make 
serial sections, it is possible that foci of 
arteritis were not detected. However, the 
positive findings in Cogan’s three cases 
may be of considerable significance and 
suggest the use of steroids in treatment. 


(Right) Same case six weeks later. 
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VISION 


FOLLOWING OPERATION DURING NEURITIS FINAL VISION 


VISION 
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Sie 


4 4 


5 10 15 


2 
5 10 15 


NUMBER OF PATIENTS 


Ficure 3. 


The age of our patients, the narrowing 
of the retinal vessels, the course of the 
disease, and the final results suggest a 
possible vascular basis for the condition. 


RESULTS 
The optic disc showed some degree of 
atrophy in eight eyes; atresia or sclero- 
sis (silver-wire appearance) of one or 
more of the smaller vessels around the 
disc was noted in three eyes; choroidal 
sclerosis was seen in one. The final vi- 

sion is shown in figure 3. 


In a differential diagnosis the follow- 
ing conditions should be considered: 


1. Ocular hypotony with papilledema. 
Our patients did not have hypotony. 
2. Optic neuritis due to uveitis. Our 
patients showed no indication of uveitis. 
3. Optic atrophy due to retrobulbar 
injection. One of us (FDC) has collect- 
ed data on a small series of patients who 
developed almost complete optic atrophy 


during the month following an appar- 
ently uncomplicated cataract extraction. 
One never saw well after the operation, 
probably because of injury to the optic 
nerve. 


4. Macular edema with central sco- 
toma and reduced visual acuity as de- 
scribed by Nicholls.! The macular zone 
in our patients was thoroughly studied 
but no evidence of change was noted 
here. 


Excluded from our series were several 
interesting instances — two of Dr. Ed- 
ward Norton’s patients showed retrobul- 
bar neuritis appearing four to eight 
months after cataract extraction. There 
were no objective findings but only a 
central scotoma. Another of our patients, 
aged 87, had a cataract extraction with 
vision of 20/15 six weeks after opera- 
tion. Three years later, she suddenly lost 
the vision in the surgically treated eye. 
The dise was pale, and the loss of vision 
was interpreted as a vascular accident 
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involving the vessels of the optic nerve 
and not related to the cataract extrac- 
tion. 


SUMMARY 

Following an uncomplicated intra- 
capsular cataract extraction, optic neu- 
ritis may infrequently appear six to 
twelve weeks after operation. The vision 
after the operation is normal: during the 
active phase of the neuritis it ranges 
from 20/70 to 20/200 and is associated 
with a central scotoma. Out of seventeen 
eyes involved, the final vision returned 
to 20/30 or better in only six eyes, and 
it ranged from 20/40 to hand move- 
ments in the remainder, with an average 
of about 20/50. Ultimately there is some 
pallor of the nerve and an atresia or 
sclerosis (silver-wire appearance) of 
one or more of the smaller arterioles 
around the disc. Three patients who had 
both eyes surgically treated suffered the 
Same complication in each eye, but seven 
other patients had no complications fol- 
lowing operation on the second eye. 
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DISCUSSION 


C. Dwicut Townes, M.D., Louisville, Ky.: 
Drs. Reese and Carroll have brought to our 
attention a condition occurring infrequently 
after cataract extraction, but often enough to 
be a baffling and discouraging problem. The 
final visual results will not always be as good 
as those reported by them. In ten such patients 
I have encountered over a period of 20 years, 
only two have recovered visual acuity of 
20/50. One had 20/80, three had 20/200, one 
had 5/200 and three were totally blind. 


Of these ten patients, five men and five 
women, ranging in age from 59 to 78, nine 
had intraocular optic neuritis and one had 


TR. AM, 
ACAD. OPHTH, 


retrobulbar neuritis. In one case of extra- 
capsular extraction, the complication appeared 
two weeks after discission. The others were 
all uncomplicated intracapsular extractions. 
Optic neuritis was first observed in three 
weeks in one case, in eight to twelve weeks 
in six cases, while in the other two it began 
in 28 weeks and 36 weeks. Nothing was dis- 
covered in the diagnostic examination of those 
patients to assist in establishing the cause ex- 
cept in the most recent case seen in our series. 


Nine weeks after operation and normal 
convalescence the visual acuity became very 
blurred. Examination revealed only optic neu- 
ritis with 3 diopters of swelling, hemorrhages 
and edema of retina extending toward the 
macula. During the physical examination leu- 
kopenia was discovered with a white blood 
cell count of 2500. Sternal puncture studies 
revealed what the hematologist called a “‘ma- 
turation defect.” Inasmuch as the patient had 
received 1 gm. of chloramphenicol the eve- 
ning before the operation and 500 mg. twice 
daily for three days postoperatively, a total 
of 4 grams, it was thought that the leukopenia 
may possibly have been due to chlorampheni- 
col. What relation the leukopenia bore to the 
optic neuritis could not be determined. The 
optic neuritis and the leukopenia improved up- 
on steroid and liver therapy. Visual acuity 
returned to 20/50. The vision had never been 
better than this because of high hyperopia. A 
total aphakic correction of 18 diopters was re- 


quired. 


It is interesting to speculate upon the pos- 
sible mechanism by which this condition may 
be produced. Perhaps it should not be classed 
as a complication of surgical treatment. Com- 
parison of the incidence rate of spontaneous 
optic neuritis or retrobulbar neuritis in the 
same age distribution of noncataractous pa- 
tients should be made with the incidence of 
the condition following operation. Unless there 
is a reliable difference between the incidence 
rates of the group surgically treated and the 
group not surgically treated, significant causal 
relation cannot be associated with the opera- 
tive procedure. Perhaps also designation of the 
condition as “neuritis” may not be accurate 
in all cases. In some instances it may not rep- 
resent a truly inflammatory mechanism. 


The action of hypotony may be a factor, be- 
cause all globes are in a state of hypotony up 
to three weeks after cataract extraction, and 
the reduced extravascular pressure within the 
eye may permit swelling and hemorrhages in 
the optic nerve. This is particularly true in 
view of the peculiar arrangement of the oph- 
thalmic artery through which blood is de- 
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livered to the interior of the globe under high 
pressure. 


Another factor may be delayed reaction 
from the retrobulbar injection whereby the 
ciliary ganglion is paralyzed and sympathetic 
control over the intraocular blood vessels, 
small though this may be, is removed permit- 
ting an increased supply of blood to reach the 
globe. 


Increased capillary permeability in aged and 
diseased vessels predisposed to hydrostatic dis- 
turbances may lead to postoperative nerve 
head edema or macular edema. 


Vitamin C deficiency impairs the intercellu- 
lar cement substance of the capillaries, per- 
mitting leakage of plasma, aggravated by the 
postoperative hypotony. Bilateral occurrence 
of the condition may point to some such gen- 
eralized mechanism. 


Posterior detachment of the vitreous could 
well be a factor. This is present in perhaps 
50 per cent of people in this age group and 
would result in loss of vitreous face support 
to the optic nerve head. 


Rupture of the anterior hyaloid may also 
remove the vitreous support. The hyaloid was 
ruptured, with free vitreous almost filling the 
anterior chamber, in only one of the patients 
I saw. However, five instances of neuritis oc- 
curred before postoperative behavior of the 
hyaloid was studied routinely. 


Extension of postoperative neuritis was 
probably the cause of the optic nerve involve- 
ment in four of the patients I saw. Three of 
these had mild, persistent anterior uveitis, the 
other had a reactivated old chorioretinitis. Op- 
tic nerve involvement was slow to subside and 
good visual acuity was never recovered by 
these patients. Severe exudative uveitis has 
never been accompanied by optic neuritis in 
my experience. 


Finally, as Dr. Carroll has pointed out, there 
may be a direct trauma to the optic nerve dur- 
ing retrobulbar injection. Also it is possible 
that contaminating organisms, viral or bac- 
terial, may be introduced by the needle, re- 
sulting in direct infection of the nerve. 


A. E. Maumener, M.D., Baltimore: Drs. 
Reese and Carroll have presented a very in- 
teresting and stimulating paper. I agree that 
the condition is a relatively rare one but not 
as rare as it seems. During the postoperative 
period of cataract extraction, one normally ex- 
pects the patient’s refractive error to change 
for several months and visual acuity to be not 
quite as good after the initial glasses have 
been worn awhile. Also it is difficult to see the 
fundus of some patients during the early post- 


operative period because of their aphakia and 
photophobia. For these reasons mild attacks of 
this type of optic neuritis may occur and not 
be detected or the loss of vision attributed to 
other causes. 


I have seen this condition occur in four 
eyes of three patients, and I would like to 
mention briefly the histories of two of these. 
The first was a 58-year-old man who had an 
uneventful intracapsular cataract extraction on 
the right eye. About three months later his 
visual acuity was 20/20. In his fourth postop- 
erative month he developed papilledema with 
hemorrhages about the disc and his visual 
acuity dropped to 20/60. He was given sys- 
temic steroids and, whether or not this had 
anything to do with his recovery, his visual 
acuity improved to 20/25 in one month. 


Eight months after the initial operation on 
his right eve, an uneventful intracapsular cata- 
ract extraction was done on his left eve. Ten 
months after the operation on the right eye, 
the visual acuity diminished again and dropped 
to counting of fingers at several feet. Again 
he was placed on steroid therapy and within 
a period of about two weeks his vision im- 
proved to 20/40. His vision in the left eye 
then became slightly blurred. This was about 
four months after operation on the left eye. 
On examination the vision in his left eye was 
only reduced to 20/25 but he had definite pa- 
pilledema and hemorrhages about the disc. 
Again steroid therapy improved his vision to 
20/20 over a period of several weeks. 


This case is mentioned to point out that the 
lesion in the second postoperative eye (left 
eye) would probably have been missed, be- 
cause of the only slight loss of vision, had his 
fundus not been examined very carefully. 


The second patient had an uneventful in- 
tracapsular cataract extraction on the right 
eye and within two months the corrected vis- 
ion of the aphakic eve was 20/20. He had a 
lens opacity in the other eye and preferred to 
use his phakic eye. When he returned ten 
months later to have the lens removed from 
the left eye, he was found to have papilledema 
in the right eye and 20/100 vision. He was 
placed on steroid therapy for two months but 
his vision did not improve. The hyaloid face 
of the vitreous was intact. Several days after 
an examination he had a rather severe pain 
in the right eve and when examined again was 
found to have a rupture of the vitreous face. 
A month after this his vision had improved 


to 20/60. 


This patient is mentioned to point out that 
rupture of the hyaloid face of the vitreous is 
not always the cause of this lesion. 
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I agree with Drs. Reese and Carroll that 
this type of optic neuritis is not due to ocular 
hypotony at the time of onset of the lesion. 
Nor is it closely allied to rupture of the hya- 
loid face of the vitreous. Nor is it related 
to detachment of the posterior vitreous. If the 
latter were true, people over 50 with myopia 
would have optic neuritis more frequently. 


I feel, as Dr. Townes has mentioned, that 
this condition is in some way related to a vas- 
cular disturbance in the eye as a result of cata- 
ract extraction. | have also noted that though 
these patients do not have a frank uveitis, the 
eye tends to be a little more irritable than 
the eye with the usual uneventful extraction. 


I wonder if Drs. Reese and Carroll have 
ever seen a patient with a phakic and an 
aphakic eye develop optic neuritis in his phakic 
eye. In other words, is the occurrence of optic 
neuritis following cataract extraction merely 
a coincidence or is it in some way related to 
the cataract extraction? If the latter is true, 
then wouldn't it be rather unusual for a con- 
dition such as temporal arteritis to cause optic 
neuritis only in the surgically treated eye? 


I wish to thank these authors again for the 
privilege of discussing their paper. 


Dr. CarrRo__: I want to thank Dr. Townes 
and Dr. Maumenee for their remarks. 


If I understood Dr. Townes correctly, four 
of his patients had uveitis; this is a well 
known cause of optic neuritis and these pa- 
tients would have to be excluded from the 
survey since the condition we are describing 
is a definite entity. Dr. Reese has outlined the 
differential diagnosis. We are not discussing 
cases of papilledema secondary to ocular hy- 
potension following cataract extraction, or 
macular edema, or optic atrophy secondary to 
trauma from the retrobulbar injection. 


Both Dr. Townes and Dr. Maumenet have 
raised the question as to whether or not this 
optic neuritis is a coincidental occurrence 
which has no relation to the cataract extrac- 
tion. We have considered this possibility care- 
fully : 


1. In a series of 450 cases of optic neuritis 
of diverse causes I have not seen papillitis de- 
velop in the untreated eye of a patient with 
monocular aphakia. 


2. But five patients who had cataract oper- 
ations on both eyes (usually 9 to 12 months 
apart) developed papillitis after both opera- 
tions. One of the patients reported in our pa- 
per as having a unilateral papillitis developed 
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papillitis a few weeks ago in his second eye, 
three months after an apparently uncompli- 
cated extraction on that eye. 


3. Seven other ophthalmologists have re- 
ported similar cases to us. Dr. Billings of 
Pittsburgh has kindly permitted me to mention 
that he has had one bilateral and one uni- 
lateral case. These patients were surgically 
treated under Pentothal Sodium anesthesia and 
no retrobulbar needle was inserted in the or- 
bit. Therefore we cannot blame either the lo- 
cal anesthetic solution or the needle for this 
condition. 


Hypotony is a cause of papilledema after 
cataract extraction and the tension should be 
measured repeatedly with a tonometer to ex- 
clude this syndrome. Dr. Dunnington has de- 
scribed the hypotony that may come on long 
after an operation due to a leaking wound. 
This entity is important but was not present in 
our patients. 


The next question was whether this condi- 
tion should be called neuritis since a vascular 
basis seemed most likely. At the symposium 
presented before the Academy in 1955 on dis- 
eases of the optic nerve it was the unanimous 
opinion of the members of the symposium that 
“the term optic neuritis refers to... a dis- 
ease process whether inflammatory, vascular, 
or degenerative. .. .” 


We agree with Dr. Maumenee that these 
cases may not be as rare as has been thought 
in the past. We have studied the anterior 
vitreous and looked for detachment of the 
posterior vitreous but have thus far seen no 
definite correlation. Only one of our seventeen 
patients had unusual postoperative irritation 
and pain—the others seemed to have a com- 
pletely uncomplicated postoperative course un- 
til the loss of vision occurred. A very recent 
patient had blurred vision three months post- 
operatively; the visual acuity was 20/20 but 
testing of the visual fields showed loss of most 
of the lower nasal quadrant and no central 
scotoma; a week later visual acuity was re- 
duced to ability to see hand movements. Now 
it is 20/50. We are using steroids by mouth 
and think that they may be valuable. 


It is possible only to speculate on the exact 
cause of this optic neuritis. The evidence tends 
to indicate (1) that these patients have a 
systemic process, probably a vascular disease, 
and (2) that the trauma of the operation 
seems to set in motion a slowly developing 
occlusive disease in the vessels of the optic 
nerve which does not manifest itself clinically 
for some weeks or months after the operation. 
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EOSINOPHILIC GRANULOMA OF BONE 


BRADLEY R. SrrRAAtTsSMA, M.D. 
NEW YORK, NEW YORK 
BY INVITATION 


EOSINOPHILIC granuloma is an un- 
common destructive granulomatous dis- 
ease affecting children and young adults. 
Clinically, systemic symptoms are gen- 
erally absent and local complaints in- 
cluding tenderness and swelling are re- 
lated to isolated or multiple areas of 
skeletal involvement. Roentgenograph- 
ically, these lesions are sharply delineat- 
ed radiolucent zones with a punched out 
appearance. Corresponding these 
areas Of bone rarefaction are foci of 
soft red-brown granulation tissue which 
show histologic evidence of hemorrhage 
and necrosis. Characteristically, this 
granulation tissue contains conspicuous 
accumulations of eosinophilic polymor- 
phonuclear leukocytes, but the primary 
cellular component is the large phago- 
cytic histiocyte accompanied by occa- 
sional multinuclear giant cells.! 


These skeletal lesions generally heal 
by either resolution or fibrosis and ossi- 
fication though no treatment is given. 
However, the rate of recovery may be 
greatly accelerated by surgical curettage, 
radiotherapy or adrenocortical steroids. 
The prognosis is generally favorable, 


even when several sites are involved. 


Eosinophilic 
Siwe 


granuloma, Letterer- 
and Schuller-Christian 
disease and possible nevoxanthoendo- 
thelioma are closely related conditions 
that may represent interrelated expres- 
sions of the same basic disorder.** All 
variations of the process have an in- 
eee the Institute of Ophthalmology of the Pres- 
byterian Hospital and Columbia University, College 
of Physicians and Surgeons. 


disease 
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Hammatory proliferative reaction and 
the aggregation of histiocytes as the pri- 
mary tissue response. The accumulation 
of eosinophils and significant lipoid up- 
take are features of secondary impor- 
tance that are subject to marked varia- 
tion. As a result of this variation, all 
degrees of clinical and anatomic transi- 
tion exist among the integrated dis- 
orders in this group. 


In rare transitional cases, the histo- 
logic lesions of eosinophilic granuloma 
may develop in extraskeletal sites such 
as the skin, oral mucosa, lymph nodes 
and lung. In other intermediate forms 
the tissue alterations of eosinophilic 
granuloma may develop at the beginning 
or during the course of Letterer-Siwe 
or Schiller-Christian disease. 
When this disseminated disease is pres- 
ent, treatment becomes supportive and 
the prognosis is unfavorable though not 
hopeless. The individual case varies with 
the age of the patient, the tempo and 
severity of the disease and the involve- 
ment of crucial organs such as the lung, 
bone marrow and pituitary gland. 


disease 


CASE REPORT 
History 

A 2-year-old white boy was admitted 
on December 10, 1956, after several 
months of progressive and apparently 
painless swelling about the left eye. He 
had no history of trauma to the orbit 
and his over-all health was good. 


The child was well-developed and had 
normal temperature, pulse and respira- 
tion. There was distinct left exophthal- 
mos and fullness about the lateral half 
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of his left orbit. Palpation disclosed a 
fixed, bony-hard mass that replaced the 
lateral orbital margin and extended into 
the temporal fossa. This expanding le- 
sion displaced the globe nasally and 
could be felt through the outer portion 
of his lower lid. The overlying skin was 
congested but no ecchymosis or ulcera- 
tion was present. There was no regional 
or systemic lymphadenopathy and the 
abdominal organs were not enlarged. 


Roentgenograms of his skull showed 
enlargement and gross deformity of the 
left orbit. Almost the entire lateral wall 
of the left orbit and the major portion 
of the lateral orbital margin were miss- 
ing. The defect extended into the roof 
of the orbit and the bone in the lateral 
half was irregular and moth-eaten in 
appearance. The right orbit was normal 
and the optic canals and sphenoid ridges 
on the two sides were intact (fig. 1). 


Treatment and Course 


On December 13, a biopsy of the left 
orbit was performed through a lateral 
canthotomy incision. This incision was 
extended until friable, gray necrotic ap- 
pearing tissue was encountered. Micro- 
scopically, this material showed the basic 


FIG. 1—Roentgenograms of the skull showed a gross 
defect in the left orbit. Almost the entire lateral 
orbital wall and a portion of the roof of the orbit were 
destroyed. 
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organization of a granulomatous process 
with prominent zones of necrotic tissue. 
This diffuse necrosis complicated the in- 
terpretation of cytology, but in a few 
areas occasional eosinophils and large 
pale histiocytes were apparent (fig. 2). 


The boy had an uneventful convales- 
cence and 11 days after operation was 
started on systemic prednisone (5 to 10 
mg. daily) and tetracycline (180 to 
375 mg. daily). On this treatment a 
definite decrease in the exophthalmos 
and orbital fullness was apparent within 
five days. This improvement was main- 
tained for about six weeks; then the 
orbital mass increased. 


In view of this relapse, the boy was 
readmitted to the hospital February 10. 
An additional biopsy of the left orbit 
was performed and a large amount of 
soft gray-red tissue was curetted from 
the lateral orbital sector. 


Microscopic study of this second spec- 
imen of orbital tissue demonstrated a 
granulomatous process with numerous 
small vessels and inflammatory cells. Ir- 
regular areas of necrosis containing de- 
generated cells, blood and granular de- 
bris were scattered throughout the spec- 
imen (fig. 3). Also apparent were seg- 
ments of disrupted bone. The complete 
lamellar architecture of these fragments 
suggested that they were portions of the 
original orbital wall. Particularly prom- 
inent in most portions of the lesion were 
large aggregations of mature eosino- 
philic leukocytes (fig. 4). These con- 
spicuous polymorphonuclear cells gave 
a distinctive appearance to the process 
but were not the fundamental compo- 
nent. The primary cells of the process 
were the large pale histiocytes. These 
cells were generally ovoid in shape with 
abundant lacy or foamy cytoplasm and a 
distinct cell membrane. Each cell pos- 
sessed a round, oval or kidney-shaped 
nucleus that usually contained a distinct 
nucleolus (fig. 5). Distributed among 
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FIG. 2—-Large pale histiocytes and a few eosinophilic leukocytes were present in a few areas of the 
specimen. (IOPH 8446 Hematoxylin and Eosin & 215) 


FIG. 3—-Irregular areas of hemorrhage and necrosis were present in the granulomatous process. 
(IOPH 8527 Hematoxylin and Eosin « 50) 
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were conspicuous throughout the tissue. (IOPH 8527 


FIG. 4—Ageregations of mature eosinophils 


Hematoxylin and Eosin x 100) 


FIG. 5—Large phagocytic histiocytes were the primary component of the tissue response. (IOPH 


8527 Hematoxylin and Eosin xk 430) 
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FIG. 6 
Hematoxylin and Eosin x 100) 


the histiocytes were small groups of 
multinucleated giant cells (fig. 6). These 
cells varied in size and shape but usually 
possessed 4 to 10 nuclei clustered in the 
central portion of the cytoplasm. Both 
the histiocytes and giant cells were ac- 
tively phagocytic and frequently con- 
tained degenerating eosinophils and ery- 
throcytes as well as reddish brown 
granules. 


Convalescence during the immediate 
postoperative period was uncomplicated. 
The patient was then lost to follow-up 
until he returned for hospitalization 
September 18, 1957. Examination at 
that time disclosed increased left ex- 
ophthalmos and a large tissue defect in 
the lateral canthal area. At the base of 
this defect was an open granulating sur- 
face with secondary infection. Roent- 
genograms of the skull revealed an in- 
creased area of rarefaction with destruc- 
tion of the lateral wall, roof and floor of 
the left orbit. The sphenoid bone also 
participated in the defect so that neither 
optic canal could be distinguished and 


Groups of multinucleated giant cells were located near the areas of necrosis. (LOPH 8527 


the sella was distorted (fig. 7). Diabetes 
insipidus was present and small yellow- 
red papules were scattered on the skin. 
Skeletal survey and general examination 
revealed no other evidence of prolifera- 
tive reticulosis. 


During hospitalization orbital biopsy 
confirmed the diagnosis of eosinophilic 
granuloma, intermarginal lid adhesions 


FIG. 7—Roentgenograms of the skull disclosed ex- 
tensive destruction of the left orbit and sphenoid bone. 
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were placed to protect the left globe and 
the orbital infection was treated with 
antibiotics. Endocrine preparations con- 
trolled the diabetes insipidus and roent- 
gen ray therapy was administered to the 
skull and orbit. 


DISCUSSION 

This case report presents an example 
of eosinophilic granuloma that devel- 
oped disseminated skin lesions and the 
Christian triad consisting of exophthal- 
mos, bone defects in the skull and dia- 
betes insipidus. This progression empha- 
sizes the close interrelationship among 
eosinophilic granuloma, Letterer-Siwe 
disease, Schiiller-Christian disease and 
possibly nevoxanthoendothelioma. 


l. 
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SCLERAL CHANGES IN PATHOLOGICAL MYOPIA 


Brian J. Curtin, M.D. 
and 
C. C. Tene, M.D. 


BY INVITATION 
NEW YORK, NEW YORK 


PATHOLOGICAL (or secondary'’) my- 
Opia is a disease in which characteristic 
chorioretinal degeneration occurs in the 
posterior segment of the eye. It is al- 
most invariably associated with enlarge- 
ment of the posterior segment and re- 
sultant axial elongation of the eye. 


While the primary role of the sclera 
in the pathogenesis of this disease is 
generally accepted,“ our knowledge of 
the precise changes that occur in this 
tissue is fragmentary. Ati connective 
tissues, including the sclera, consist of 
three elements: cells, fibers and ground 
substance.* Among the cellular elements 
are fibrocytes as well as migrant cells 
from the blood, such as histiocytes and 
leukocytes. Mast cells may also be pres- 
ent. The extracellular material in dense 
connective tissue is predominantly fibril- 
lar. Collagen forms the bulk of this tis- 
sue but varying amounts of reticular and 
elastic fibers are also present.'7*3° The 
building unit of collagen is the fibril, a 
thread-like, electron-microscopic — struc- 
ture which displays a repeating cross 
striation or periodicity of 640 angstrom 
units. These fibrils do not branch and 
are thought to consist of even finer fila- 
ments or “protofibrils.” Varying num- 
bers of fibrils are aligned laterally to 
form fibers which are, in turn, aligned to 
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yield fiber bundles or lamellae. Around 
these bundles the elastic and reticular 
fiber networks course. 


This fibrous mass is embedded in a 
complex chemical milieu composed of 
proteins and acid mucopolysaccharides 
called the ground substance.°:'! Some of 
these mucopolysaccharides are in com- 
bination with the proteins to form muco- 
proteins. Collagen is one of the proteins 
found in these complexes. Varying de- 
grees of polymerization of these sub- 
stances occur with the production of 
chemically distinct macromolecular com- 
pounds of greater consistency and de- 
creased solubility. The mucoproteins are 
the most highly polymerized of the 
ground substances and are considered to 
be in intimate connection with the col- 
lagen fibers both structurally and func- 
tionally. Such mucoproteins are known 
as the cementing substance which binds 
the fibril-fiber-fiber bundle complex. The 
mucopolysaccharides vary in chemical 
composition from tissue to tissue and 
these variations, together with the de- 
gree of polymerization, impart to the 
fibrous tissue much of its consistency 
and strength.'s 


The collagen and ground substance 
are in dynamic relationship to one an- 
other. Collagen fibrillogenesis occurs 
through the interaction of protein (sol- 
uble collagen) and mucopolysaccharides 
and a breakdown of fibrillary collagen, 
presumably to these same substances, 
has been observed. Maturity is marked 
by an increase in insoluble collagen, a 
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greater polymerization of the mucopoly- 
saccharides and an increase in size of 
the collagen fibril. While the ground sub- 
stance is in a constant state of flux, ma- 
ture collagen tissue would appear very 
inactive as evidenced by a low metabolic 
turnover. The ground substance-collagen 
complex, however, is subject to the in- 
fluence of a number of enzymes, enzyme 
inhibitors, vitamins, hormones, electro- 
lytes, metabolites and nutrients.°* 


The normal sclera consists of a great 
number of collagen fiber bundles of vari- 
ous sizes which interlace freely.*? At 
both the limbus and posterior foramen a 
circular pattern predominates, while 
throughout the rest of the sclera a mer- 
idional-oblique pattern is usually seen. 
Normally smaller sized bundles are seen 
in the posterior segment and this finding 
is accentuated toward the inner scleral 


layers (figs. 1 through 5). 


FI 
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At present, littke emphasis has been 
placed on the changes in fine structure of 
the sclera in high myopia. Flattening 
and thinning of the fiber bundles have 
been noted!? along with the occasional 
appearance of a parallel arrangement of 
meridional bundles in which the cross 
fibers are absent.'* Here the sclera re- 
sembles the cornea in histologic struc- 
ture. 

Furthermore, a great deal of theoreti- 
cal controversy and conflicting data have 
added to the confusion surrounding this 
topic. In view of this, a detailed study of 
the sclera in pathological myopia its 
clearly needed and hence the present 
study was undertaken. 


MATERIALS AND METHODS 


The ten globes which formed the ba- 
sis of this study were classified as my- 


G. 1—Eye Bank 3895: Normal anterior sclera showed a great number of large, well integrated 
cross (equatorial) fiber bundles. (Hematoxylin and Eosin x 250) 
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FIG. 2—-Eye Bank 3978: Normal posterior sclera showed the longitudinal striations of the meridional 
bundles. Also seen is the good integration of the equatorial-oblique bundles. Normal interlacing 
pattern present. (Hematoxylin and Eosin x 250) 


FIG. 3—Eye Bank 3929: Normal posterior sclera showing normal interlacing pattern with good 
integration of the cross bundles. (Hematoxylin and Eosin x 180) 
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FIG. 4—Eye Bank 3898: Normal pattern in area of predominant cross-sectioned fibers. These areas 
are found in proximity to the posterior scleral apertures. (Hematoxylin and Eosin x 500) 


he, 
FIG. 5—Eye Bank 3891: Separation of inner cross-sectioned lamellae in normal sclera. There are 
also numerous well integrated lamellae present in this same area toward the outer surface. (Hema- 


toxylin and Eosin xX 500) 
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opic by the pathologist of the institution 
from which they were obtained. Four 
eyes were obtained from the Institute of 
Ophthalmology of the Presbyterian Hos- 
pital in New York; four more from the 
Armed Forces Institute of Pathology in 
Washington, D. C., and two from the 
Eye Bank for Sight Restoration in New 
York. 


The criteria used for the diagnosis of 
myopia, in addition to the clinical his- 
tory, were evidence of the elongation of 
the globe with thinning of the posterior 
sclera, characteristic myopic distortion 
of the optic nerve and typical chorio- 
retinal degeneration. Of less importance, 
but also noted, were atrophy of the cil- 
iary muscle, the posterior insertion of 
the iris root and accentuated peripheral 
cystic degeneration of the retina. All but 
one of these eves were removed because 
of intercurrent disease. Four eyes dem- 
onstrated retinal detachments, three of 
these were glaucomatous as were two 
others in the group. Four globes had 
active or healed uveitis and one globe 
was phthisical. Such material places cer- 
tain limitations on a study such as this 
and therefore future studies on uncom- 
plicated specimens of my ypia are needed. 
The sections were examined in routine 
light microscopy as well as in phase con- 
trast. For comparative study, a great 
number of normal eyes from the Eye 
Bank were used. 

The 


other 


celloidin blocks obtained from 
institutions were dissolved in 
alcohol-ether solution and the globes re- 
embedded in celloidin for sectioning. The 
Eye Bank eyes were fixed in Bouin’s 
solution and embedded in celloidin. All 
eves were the horizontal 
plane. The sections varied from 10 to 14 
microns in thickness. The stains used in 
this study were hematoxylin and eosin, 
Van Gieson, Verhoeff, orcein and peri- 
odic acid-Schiff. 


sectioned in 
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TABLE | 
"AVERAGE AVERAGE 
NORMAL! | M YOPIC 
Length in | 
millimeters 22-24 27.8 
| 
Scleral thickness 
in millimeters 
Posterior pole 0.66 0.233 
Nasal equator 0.42 0.324 
Temporal | 
equator 0.42 0.328 
RESULTS 
Gross 


The measurements (table 1) of these 
myopic eyes varied considerably from 
section to section making accurate anal- 
ysis difficult. There is, furthermore, a 
certain amount of distortion and shrink- 
age which often occurs as a result of 
fixation and degenerative disease proc- 
esses. They do, however, amply demon- 
strate the thinning of the sclera in the 
posterior segment and the elongation of 
the myopic eye. 


Microscopic 

The fine architecture of the sclera re- 
vealed profound changes. These changes 
could be traced as far forward as the vi- 
cinity of the insertion of the rectus mus- 
cles in some specimens but all specimens 
demonstrated them in varying degrees. 
The changes appeared to be most marked 
in areas of excessive thinning. 

The changes noted in the meridional 
bundles were: 

1. Thinning of the bundles. The di- 
ameters of the fiber bundles are seen 
to be smaller than normal. This ts a con- 
sistent finding and could be observed in 
all specimens. Other changes tend to be 
inconsistent and vary from area to area 
even in the same specimen. They could 
not be demonstrated in all specimens. 
2. Reduction in refringency. The 
normal longitudinal light reflex along 
the margin of the fiber bundle is some- 
times diminished or entirely absent. 


- 
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FIG. 6—Eye Institute 5725: Meridional fibers in myopic eye show loss of refringency and washing 
out of longitudinal striations. (Hematoxylin and Eosin x 500) 


FIG. 7—AFIP 66731: Narrowing of meridional bundles in the myopic sclera. Separation and 
splaying of fine cross-sectioned fibers can be seen. (Hematoxylin and Eosin x 300) 
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3. Loss of the dark longitudinal fiber 
striations. These fine dark streaks nor- 
mally seen coursing through fiber bun- 
dles are thought to represent the fibrils.?° 
In these myopic sclera, bundles were 
frequently seen in which these striations 
were either diminished or absent. The 
bundle, instead, presents an even, ho- 
mogeneous appearance (figs. 6 and 7). 


The changes noted in the cross-sec- 
tioned or equatorial bundles were: 


l. Separation of fibers. The individ- 
ual fibers lie apart from one another. 
The normally compact longitudinal 
alignment is absent so that what should 
be a well integrated fiber bundle ap- 
pears as a granular dissociated mass. 

2. Reduction in fiber size. The fibers 
are exceedingly small on cross section to 
a point where they can be resolved only 
with great difficulty by higher magnifica- 
tions. 

3. Dispersion or splaying of fibers. 
The small fibers are spread out laterally 
from one another in the anteroposterior 
plane to lie as tiny dots between the 
meridional fibers. 


These changes were consistently ob- 
served in all specimens. A certain de- 
gree of separation and reduction in fiber 
size can occasionally be seen in the in- 
ner layers of the normal posterior sclera. 
The characteristic granular appearance 
with dispersion is only rarely observed 
and then numerous large well integrated 
bundles can be found in the same area. 
In the myopic sclera nearly all the bun- 
dles in involved areas show advanced 
degrees of such disorganization (figs. 8 
and 9). Other changes have been ob- 
served in which the morphology of the 
sclera is completely altered. 

In these abnormal fiber patterns are 
observed : 

1. The lamella or cornea-like sclera. 
This is frequently seen in the higher 
grades of myopia and it is due to an ap- 


parent absence of cross bundles. The 
only fiber pattern appears to be merid- 
ional. Examination under high magnifi- 
cation and with phase contrast will usu- 
ally reveal numerous fine, separated, dis- 
persed, cross fibers present in the area. 
These fibers are sometimes seen adher- 
ent to the surface of the meridional 
bundles and in some cases appear to be 
incorporated directly into these bundles. 
Rarely, no cross fibers can be discerned, 
probably because the fibers are beyond 
the resolution of the microscope. This 
situation usually exists when meridional 
bundles are sparse in areas of the sclera 
where they normally predominate (fig. 


10). 


2. The amorphous or granular sclera. 
In this state, the lamella pattern 1s com- 
pletely absent. The sclera appears ho- 
mogeneous with occasional scattered 
long axis fibrillar elements visible. These 
are areas in which the cross bundles nor- 
mally predominate. They are seen in 
proximity to the posterior scleral aper- 
tures which carry the long posterior cil- 
iary arteries and nerves. Here the nor- 
mal eye shows the predominant equato- 
rial bundle pattern with good integration 
of the individual bundles. In contrast, 
these areas in the myopic sclera show 
little or no bundle integration. Only 1r- 
regular cracks, which display no lamella 
pattern, appear in the otherwise homo- 
geneous mass (fig. 11). 


The only change in the ground sub- 
stance was the apparent increase in ex- 
trafibrillar fluids noted in those sections 
which demonstrate a scleral swelling. 
These areas did not stain with the peri- 
odic acid-Schiff technique, however. 


No characteristic changes in the cellu- 
lar elements of the sclera could be noted. 
Certain areas of extreme disorganization 
showed increases in fibrocytes but this 
was an inconsistent finding and there- 
fore no conclusions could be drawn. 


; 


separation 


FIG. 8—AFIP 495327: Thinning of the meridional bundles with varying degrees of 
(Van Gieson &K 500) 


of the large equatorial-oblique lamellae. 


Separation and splaying of fine fibers of the equatorial-oblique bundles. 


FIG. 9—Eye Institute 5327: 
Thinning and reduced striations of the meridional bundles demonstrated. (Hematoxylin and Eosin 


500) 


| 


th 


FIG. 10—-AFIP 652609: The lamellae scleral structure in high myopia. Occasional scattered fine 


cross fibers are discernible between the very thin meridional bundles. (Hematoxylin and Eosin x 
500) 


FIG. 11—-Eye Bank 3699: Amorphous sclera in area of posterior foramen of myopia specimen. No 
cross bundle pattern present. Isolated meridional fibers can be seen. Full scleral thickness in photo- 
graph. (Hematoxylin and Eosin « 500) 
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The studies using the Van Gieson’s 
stain revealed no abnormalities. Even in 
the most advanced areas of change a 
normal collagen stain was seen. 


The Verhoeff and orcein stains re- 
vealed no apparent abnormalities in the 
elastic tissues of the sclera. The amount 
of visible elastic fibers is reduced in the 
amorphous areas but this is probably il- 
lusory inasmuch as only the edge of the 
fiber is visible in such sections. This cor- 
relates with the situation which exists 


when cross-sectioned lamellae are nor- 
mal. 


DISCUSSION 
The essential abnormality seen in the 
sclera of these specimens is the absence 
of normal integration or binding of fi- 
bers. This is best demonstrated by the 
cross-sectioned bundles where the an- 
teroposterior displacement accentuates 
the separation of the individual fiber ele- 
ments. The higher grades of myopia 
show greater degrees of splaying of the 
fibers, which are proportionately dimin- 

ished in size and number. 


The same pathologic process affects 
the meridional fibers but the separation 
is not as much lateral to the bundle axis 
as it is longitudinal. This axial slippage 
results in thinner meridional fibers 
which surround the dispersed cross fi- 
bers. The loss of longitudinal striations 
would indicate a possible disorientation 
of fibers in the fiber bundle as well as 
possible changes in the texture and 
amount of cement substance in the bun- 


dle itself. 


With our knowledge of collagen tissue 
we may postulate that this picture of 
separated, small sized fibers and fiber 
bundles is a result of the shifting of fi- 
brous elements concurrent with the en- 
largement of the posterior scleral shell. 
This may be secondary to deficient fibril- 
logenesis with resultant weakness or a 
breakdown of relatively normal, imma- 
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ture sclera. Both processes are possibly 
involved in varying degrees. 


The possibility of defective fibrillo- 
genesis has been expounded recently in 
an excellent contribution by Garzino.* 
He has demonstrated, by electron micros- 
copy, a predominance of unusually 
narrow fibrils in the myopic sclera. He 
has also noted an abnormal type of fibril 
to which a cementing substance of al- 
tered consistency and _ characteristics 
clings tenaciously. Garzino feels that 
these are immature fibril forms and in- 
dicate an arrested stage of their devel- 
opment. | 


These changes can also be explained 
by alterations in the ground substance 
of the immature sclera. If the highly 
polymerized, cementing mucoproteins 
break down to more soluble complexes, 
fiber separation readily occur. 
Changes in the individual mucopoly- 
saccharides of the ground substance 
could accomplish the same result by al- 
tering the characteristics of the poly- 
merized mucoproteins. In either case, 
fibrillogenesis may be impeded and im- 
mature and abnormal fibrils possibly 
result. 


Perl and Catchpole'* have demonstrat- 
ed that dense connective tissue becomes 
soft, watery and fragile due to changes 
in the ground substance mediated by 
hormones. In such a state, the sclera 
would readily yield before the normal 
intraocular pressure with resultant slip- 
page and disorientation of the fibers. 
Such a state of arrested fibril develop- 
ment would conform with the observa- 
tion of Heine® that the posterior sclera 
in myopia is actually thinner than can be 
accounted for by simple mechanical 
stretching. Another factor to be consid- 
ered in this regard is the possible ab- 
sorption of immature collagen fibrils. 
Fuchs’ cases of myopia with a thicker 
sclera than normal most likely represent 
physiologic myopia with conus forma- 
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tion at the optic nerve.’ Certainly their 
insignificant amounts of myopia, togeth- 
er with the absence of elongation and 
degenerative changes, do not permit their 
classification as pathologic myopia. 


The absence of ground substance 
changes in the specimens cannot be con- 
sidered significant. Special techniques 
are needed to demonstrate the subtle 
changes in this matrix and these could 
not be utilized in this study. 


The absence of elastic tissue changes 
would support the work of  Birch- 
Hirschfeld,' Hosch,’ and Krekeler? who 
found no significant lack of elastic fibers 
in the myopic sclera as originally re- 
ported by Lange.'? 


Repair was possible in areas in which 
normal scleral cell structure was com- 
pletely absent, but the absence of fibro- 
cytes in these areas as well as the pres- 
ence of normal amounts of elastic fibers 
did not indicate the likelihood of any 
previous repair process. This is inter- 
esting in the light of observations made 
by both Plocher'> and Polatti'® who re- 
ported large dehiscences in the posterior 
sclera. They occurred in the staphyloma 
near the posterior pole and were, in the 
case Of Plocher, evidently dilated poste- 
rior apertures of the sclera. Polatti’s 
cases, however, would seem to be true 
defects in the sclera and lamina crib- 
rosa. 


The changes noted in these myopic 
sclera are consistent with enlargement 
of the posterior segment of the globe by 
a process of separation and slippage of 
the fibril-fiber components upon one an- 
other. Many remaining problems relat- 
ing to the biophysical and biochemical 
changes of the sclera must await their 
solution in the study of uncomplicated 
myopic eyes by the more advanced tech- 
niques of roentgen ray diffraction, elec- 
tron microscopy and the use of the pol- 
arizing microscope. Histochemical stud- 
ies to ascertain the composition and 
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chemical state of the ground substance 
are also essential for our comprehension 
of this unique disease process. 


SUM MARY 

Pathologic myopia is defined and the 
structure and composition of the sclera 
reviewed. Ten myopic eyes were studied 
by the light microscope and in phase 
contrast. The gross measurements of the 
specimens demonstrate the axial elonga- 
tion and scleral thinning of the posterior 
segments. Microscopic study revealed 
characteristic changes in both the merid- 
ional and cross-sectioned bundles. The 
meridional bundles displayed thinning 
and a tendency toward loss of both fi- 
ber striations and bundle refringency. 
The cross bundles showed separation of 
the individual fibers of the bundles which 
were greatly reduced in size. Splaying 
of these fibers in the anteroposterior 
plane was consistently seen. Two ab- 
normal types of fiber patterns were 
noted: first, the lamella sclera, in which 
there is an absence or, more usually, an 
apparent absence of cross fibers, and, 
second, the amorphous sclera in which 
no bundle pattern is discernible because 
of the predominance of separated cross- 
sectioned fibers. No abnormalities were 
noted with the Van Gieson, Verhoeff, 
orcein and periodic acid-Schiff stains. 
The findings are discussed in reference 
to the more recent advances in the study 
of collagen tissues as well as the previous 
knowledge of scleral changes in myopia. 
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DISCUSSION 


A. D. RuepeMann, Jr. M.D., Detroit: 
Pathologic myopia appears to be partially a 
connective tissue disease. In order to discuss 
this paper, I would like to compare this dis- 
ease with osteogenesis imperfecta. Osteo- 
genesis imperfecta is a connective tissue di- 
athesis in which the characteristic histologic 
abnormality is a retention of immature col- 
lagen tissue apparently transcending all age 
groups. 


The pathologic picture may be illustrated 
as follows. [Slides] The first picture is of the 
cross section of an eye of a premature infant 
who died because of osteogenesis imperfecta. 
The other eye is that of an infant who was 
stillborn, but whose eyes were normal. The 
two eyes are from infants of essentially iden- 
tical fetal age, however the afflicted eye is 
probably from a more mature fetus. The eye 
appears larger than the normal, the scleral 
and corneal coat is thinner. The other coats 
of the eye were essentially normal. Comparing 
the scleral coat of the normal eye with the 
scleral coat of the abnormal eye, the collagen 
bundles are very well formed in the normal 
eye, while in the diseased eye one notes a 
marked retention of the immature reticulum 
strands as stained with the Gomori modifica- 
tion of the Bielschowsky-Maresch method for 
impregnation of reticulum by silver. 
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The next slide compares a 36-year-old Ne- 
gro woman with osteogenesis imperfecta and 
an otherwise normal 36-year-old Negro wom- 
an who died during anesthesia. The eves were 
otherwise normal. The patient afflicted with 
osteogenesis had glaucoma and myopia. Here 
again one notes the retention of the immature 
reticular tissue in the diseased eve, while the 
normal eve shows the firm collagen bundles 
of mature fibrous tissue. The coats of the eve 
are relatively thinner. This disease is a re- 
tention of the immature form of collagen 
(reticulum) in greater proportion to mature 
collagen fibers in the stillborn infant and im 
the adult individual. 


Several other characteristics were noted in 
the ocular and systemic study of this disease. 


1. This retention of the immature collagen 
tissue 1s seen in many of the connective tissues 
ot the body. 


2. The ability of this particular tissue to 
heal is exceptional. The response to trauma 
seems better than normal, e.g., bone and skin. 


3. The mucopolysaccharide ground substance 
as stained with a periodic acid stain revealed 
a definite increased intensity in the abnormal 
tissue. At the time | felt there was an increase 
of ground substance in the diseased scleras 


4. No abnormality in the elastic tissue was 
noted. This may be of no consequence, how- 
ever, since observers teel that elastic 
tissue 1S a superconcentrated collagen fiber- 
bundle and the normal proportion of elastic 
tissue collagen was difhcult to determine. 


some 


Turning now to the disease called pathologic 
myopia or degenerative myopia, perhaps we 
can gain a clue or two as to the nature of 
this disease. It is a disease of young people 
which 1s characterized by rapid increase in 
myopic correction associated with elongation 
ot the eyeball especially at the posterior pole. 
However, generally speaking, the whole eye- 
ball is enlarged with definite thinning of the 
various coats of the eve. The age of the 
afflicted individual indicates that the tissues 
are still in the stage where a certain amount 
of immature cells might be found, indeed the 
age group of persons with this disease indi- 
cates that the various parts are still in a de- 
veloping phase. Even so, normal development 
is associated with a continuing replacement 
and concentration of structure. 


Examination of the illustrations presented 
by Drs. Curtin and Teng reveals a significant 
change in the minute structure of normal tis- 
sue, that is, where a normal breakdown or re- 
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placement of tissue usually occurs, a process 
more indicative of degeneration than normal 
replacement is evident. 


What could cause such a problem? Is it be- 
cause the normal reticular fibers are unable 
to progress to mature collagen? Are there too 
few reticular fibers evolving from the connec- 
tive tissue cells to replace the normal break- 
down of connective tissue? Is there a defi- 
ciency in the cementing substance binding the 
collagen fibers together? The authors have 
stated that there is a normal presence of mu- 
copolysaccharide ground substance. They have 
stated that there is apparently normal elastic 
tissue present. However, they have also men- 
tioned edematous nonperiodic acid staining 
areas with inactive fibrocytes and fragmenta- 
tion of the fiber bundle. The authors state 
that the essential abnormality is the absence 
of normal integration of fibers. 


We then might turn to the normal develop- 
ment of collagen itself. Here it might have 
been advantageous for the authors to use an- 
other technique for evaluating collagen tissue 
such as silver stain for reticulum. They might 
have compared a normal eye with an abnormal 
eve from similar maturation groups under 
equal magnification. The interesting thing 
about degenerative myopia is that it often oc- 
curs in children who have a hormonal dysfunc- 
tion or severe allergy erupting during one of 
the stressful growth periods. One then could 
postulate that the presence of a growth or 
hormonal imbalance might be evidenced in the 
eye, causing a disturbance in the normal 
reticulum/collagen ratio. This might lead to 
the structurally weakened condition of the 
sclera associated with normal intraocular ten- 
sion. Buphthalmos is a condition rarely if 
ever seen in a person over 20 years. 


| therefore suggest a consideration of the 
collagen tissue from the standpoint of matur- 
ation proportions; a comparison with normals 
in the same maturation groups certainly would 
be valuable. I hope the authors will investigate 
further their description of increased scleral 
fluids which did not take a mucopolysaccharide 
stain for ground substance associated with an 
increase in apparently inactive fibrocytes and 
bundle disorganization. This could be the area 
of active disease while the narrowed areas in- 
dicate the resultant changes. 


The disease scleromalacia perforans is char- 
acterized by localized necrosis of the sclera 
associated with rheumatoid arthritis (a col- 
lagen disease). Although seen in an older 
age group it could indicate the changes when 
the collagen replacement is totally unable to 
cope with the breakdown p-ocess. 
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I congratulate the authors for their fine, 
stimulating work. 


Dr. Curtin: I wish to thank Dr. Ruede- 
mann for his discussion. 


We did not find increased numbers of fibro- 
cytes in those areas of the sclera which were 
swollen and apparently had an increase of tis- 
sue fluid. I don’t know how he got that im- 
pression. 


Another point I would like to make is that 
collagen, to the best of my knowledge, is 
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presently not considered a product of reticular 
fibers. It is rather thought to be produced by 
the interaction of soluble collagen in the 
ground substance with the mucopolysac- 


charides. 


This one point is only one of the many areas 
of disagreement in the basic knowledge of 
collagen tissues. However, great strides are 
being made, and it is hoped that through 
the concerted efforts of biochemists and physi- 
cians, there will in the near future evolve an 
over-all understanding of this disease. 
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SURGICAL TREATMENT OF HIGH MYOPIA 


The Combined Lamellar Scleral Resection 
with Scleral Reinforcement Using Donor Eye 


E. Bortey, M.D. 
ALAN A. Snyper, M.D. 
SAN FRANCISCO, CALIFORNIA 


ATTEMPTS at surgical correction of 
high myopia have been reported from 
time to time. These operations may be 
conveniently placed in three categories : 
(1) removal of the lens, (2) eyeball 
shortening operations, and (3) mobiliza- 
tion of the chorioretinal tunics. 


The lens extraction operation as ad- 
vocated by Fukala in the early part of 
of the twentieth century reduces the my- 
opia but for the most part is no longer 
used because it does not alter the de- 
generative changes of the posterior seg- 
ment. 

In 1911, Holth'® attempted to reduce 
myopia by trephining the sclera in the 
pre-equatorial region. He reported sev- 
en cases of retinal detachment and 
two of high myopia without detach- 
ment. He suggested that there was a 
shortening of the anteroposterior axis 
of the eyeball, but gave no visual results. 


In 1922, Gronholm® reported the use 
of a pre-equatorial sclerectomy for the 
reduction of high myopia. 


In 1926, Miuller'* reported another 
operation for high myopia. He per- 
formed a tenotomy of the superior ob- 
lique muscle. In 21 cases of high my- 
opia, he noted a decrease in myopia 
from 3 to 6 diopters and a regression of 
the chorioretinal changes with an im- 
provement in visual acuity. 

From the Department of Surgery, Division of Oph. 
thalmology, Stanford University School of Medicine. 


Presented at the Sixty-Second Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 13-18, 1957, Chicago. 
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In 1937, Hildesheimer? wrote that 
earlier attempts made by Arlt, Wolfe, 
Parinaud and Galezowski to correct my- 
opia involved shortening the eyeball by 
removing bands of sclera. These opera- 
tions were unsatisfactory because many 
serious complications resulted. In his re- 
port, Hildesheimer recommended the use 
of electrocautery to excise bands of 
sclera, thus reducing high degrees of 
myopia. He reported two cases of unti- 
lateral high myopia: one complicated 
with exophthalmos ; and the other, by a 
possible retinal detachment. In both 
cases, the condition of the patient was 
improved by the operation. 


In 1945, Borley and Tanner’ reported 
the use of scleral resection for the relief 
of high myopia. The myopia was only 
slightly altered, but there was improve- 
ment in vision and visual field for five 
years. There was a clearing of the vitre- 
ous opacities and an arrest of chorio- 
retinal changes. 


In 1953, Sato'® devised a method for 
reducing corneal curvature in moderate 
degrees of myopia by making multiple 
corneal incisions with a specially con- 
structed knife. This method is useful in 
the lesser degrees of myopia and shows 
promise, but again it does nothing to 
alter the myopic degenerative changes 
in the posterior’ segment. Sato does not 
recommend it for severe myopia, and it 
cannot be added to the armamentarium 
for the attack on high myopia, but it is 
worthy of mention here. 
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In 1953, Bignell! used lamellar scleral 
resection in two cases of high myopia, 
with improvement of visual acuity. 
There was apparently no decrease in the 
myopia. He devised a method of closure 
of the resection with a continuous su- 
ture following repeated paracenteses. 
This work has been continued by J. 
Barraquer Moner,'*:') who in 1955 and 
1956 reported an extensive series of 
lamellar scleral resections in high myopia 
without detachment. He performed 205 
operations on 124 patients, with an im- 
provement in 73 per cent of the cases. 
His indications included high myopia 
with chorioretinal changes, hemorrhages 
and loss in visual acuity and visual field. 
He has also used this operation on my- 
opic eyes following lens extraction, and 
on selected cases of high myopia accom- 
panied by a considerable degree of astig- 
matism. Moner is enthusiastic regarding 
results, but he considers that there is no 
appreciable change in the myopia. It is 
his opinion that improvement in visual 
acuity and visual field and clearing of 
the vitreous resulted from improved cir- 
culation in the posterior segment of the 
eveball. 


In 1956, Salgado'> reported 39 lamel- 
lar scleral resections in 25 patients. He 


stated: 


Actually, from our knowledge about myopia, 
we consider the scleral resection as the most 
reasonable treatment against this disease. Be- 
sides the absence of complications, it favors 
the eye in the following means: protection of 
sclera and other ocular tissues against disten- 
sion; prophylaxis for retinal detachment and 
hemorrhages of myopic origin; diminution of 
the ametropia of many diopters, as a conse- 
quence of bulb shortening; favorable evolution 
of choroidal circulatory conditions. From oth- 
er considerations, it may be deduced that it is 
worthy as a preliminary step in cases where 
lens extraction should be indicated, and as a 
later complement of the same operation. 


In 1954, Malbran'! and one of us 
(W.E.B.*) reported independently on 
the use of scleral reinforcement in de- 
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generative myopia. Malbran employed 
animal tissue to reinforce the macular 
area. He used bovine tendon and fascia 
lata strips inserted in a vertical direction 
from the attachment of the superior rec- 
tus to that of the inferior rectus. He 
operated twenty-one times in 20 cases 
and obtained favorable results. Vision 
was improved and the myopia dimin- 
ished, particularly in the 7 cases in 
which he combined the fascia lata strip 
with the scleral resection. Complications 
included perforation of the sclera with 
intraocular and extraocular hemorrhages 
in one case, severe postoperative reac- 
tion with chemosis in another, and di- 
plopia with paresis of the superior rec- 
tus in a third case. The diminution in 
myopia amounted to 2.5 diopters when 
the operation employed the use of ten- 
don strips, 3.0 diopters in cases in which 
fascia lata strips were used, and 7.0 di- 
opters in those cases in which the fascia 
lata strip was combined with the scleral 
resection. The author used the scleral 
strip removed from the penetrating 
scleral resection to reinforce the macula. 
In subsequent cases, homologous grafts, 
using sclera from an eye bank, were 
found to be most satisfactory. 


In 1956, Friede’ advocated extensive 
cyclodialysis of the entire temporal seg- 
ments with the multiple thrust method in 
treating these cases. In theory, this pre- 
vents stretching and tearing of the retina 
and choroid ; it makes these layers mov- 
able—not anchored at the disc and scler- 
al spur. Of 10 patients examined after 
seven years, 8 had a complete arrest of 
myopia and in 2 the condition was im- 
proved. 


PATHOLOGY 


In 1854, von Graefe!’'® suggested 
that chronic inflammation was a cause 
of the pathologic changes in myopia. 
Duke-Elder* suggests that pathologic 
changes in myopia are degenerative and 
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are similar to those observed in senile 
eyes. Whatever the causation, the sclera, 
choroid, retina and optic dise are partic- 
ularly affected, especially in the poste- 
rior half of the globe (figs. 1 and 2). 
The ciliary muscle is much smaller in 
the myopic individual, and there is a 
tendency for earlier cataract formation. 


The sclera normally becomes thicker 
from the equator posteriorly, but the re- 
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FIG. 1 


Normal eye. 


FIG. 2 


Myopic eye showing posterior staphyloma. 
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verse is true in high myopia. There 1s 
atrophy of the fibers and the nuclei of 
the lamellae are sparse. There is a dif- 
ference of opinion regarding elastic fi- 
bers, but they are certainly relatively 
decreased. 


The choroid may undergo extreme de- 
generation. The choriocapillaris becomes 
atrophic first. This vascular tunic be- 
comes relatively avascular until, in the 
final stages, only larger vessels of the 
deeper layers of the choroid persist. 
Tears may occur in Bruch’s membrane, 
and deep retinal and subretinal hemor- 
rhages may be seen clinically and path- 
ologically. This choroidal degeneration 
and relative avascularity probably pro- 
duces a nutritional deficiency to the outer 
layers, which accounts for many of the 
retinal changes. 


The primary retinal defect is an atro- 
phy of the rod and cone layer, with the 
other outer layers becoming affected. 
There is gliosis of the outer retinal lay- 
ers, particularly where they overlie atro- 
phic choroidal areas. 


When the degeneration becomes 
marked in high myopia, there is often 
a posterior staphyloma (fig. 2). The 
pulling or stretching on the sclera in the 
macular area produces a nasal displace- 
ment of the optic disc with a resulting 
myopic crescent and a supratraction of 
the retina. 


TECHNIQUE 

The conjunctiva is incised with a cir- 
cumcorneal incision over the temporal 
half, 6.0 mm. from the limbus. The su- 
perior, lateral and inferior rectus mus- 
cles are isolated and a 4-0 plain catgut 
suture is tied at each insertion. These 
three muscles are tenotomized. The epi- 
scleral tissue is removed and a lamellar 
scleral resection is performed 11.0 mm. 
from the limbus. The resection meas- 
ures 2.0 mm. in width and from 25.0 
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FIG. 3—A lamellar scleral resection, meas- 
uring 2.0 xX 25.0 mm. with the anterior 
border 11.0 mm. from the limbus, is per- 
formed over the temporal half of the eye. 


mm. to 30.0 mm. in length over the tem- 
poral half of the globe (fig. 3). A 
paracentesis of the anterior chamber is 
done to facilitate closure of the resected 
area. It is best to preplace the mattress 
sutures and retract two or three of 
them at a time on small strabismus hooks 
while the strip is being removed. Mat- 
tress sutures of 4-0 braided black silk 
placed 1.5 mm. apart are used to close 
the resection. Nonperforating diathermy 
is placed in the resected area and poste- 
rior to this area. It is carried to within 
8.0 mm. of the limbus at the ends of the 
incision. This is considered a prophylac- 
tic measure for retinal detachment. 


The donor eye is then cleaned of all 
episcleral tissue and a strip of sclera is 
removed from the region approximately 
corresponding to that which it is to cov- 
er (fig. 4). This measures 7.0 mm. in 
width and is widened in the macular area 
to 8.0 mm. In most specimens, it 1s 60 
mm. in length. In extremely myopic re- 
cipient eyes, 1.e., eyes with myopia of 40 


to 45 diopters, the cornea of the donor. 


eye may be utilized as well. This strip, 
cleaned of all choroid and sterilized for 
five minutes in 1:750 Zephiran solution, 
is passed under the superior oblique, 
brought out temporally, and passed un- 
der the inferior oblique. The superior 


FIG. 4—The donor eye showing a strip of 
sclera being excised. It is 7.0 mm. wide ex- 
cept in the macular area, where it is widened 
to 8.0 mm. 


FIG. 5——The donor strip is anchored nasal 
to the vertical rectus muscles with three 4-0 
black silk sutures. 


end of the strip is anchored into the 
sclera with three 4-0 braided black silk 
sutures nasal to the insertion of the su- 
perior rectus (fig. 5). The strip is placed 
against the optic nerve while the eye 
is rotated nasally. Paracentesis is repeat- 
ed; the strip is drawn as tight as pos- 
sible and sutured just nasal to the infe- 
rior rectus. Figure 5 demonstrates the 
strip in place anteriorly and posteriorly. 


The eye is rotated nasally while the 
strip is sutured. This rotation is very 
important and prevents the strip from 
slipping to the temporal side of the eye- 
ball. The superior and inferior rectus 
muscles are sutured to their insertions 
while the lateral rectus muscle is re- 
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cessed to prevent a secondary deviation. 
This may occur if scarring and fibrosis 
cause a contraction of the lateral rectus, 
or if there is a marked loss of central 
vision. The conjunctiva is closed with 
4-0 plain catgut. Binocular patches are 
applied and bed rest is maintained for 
seven to ten days. Pinhole glasses are 
worn for four to six weeks. 


CASE REPORTS 
Nine cases were operated upon con- 
secutively. 


Case 1. Mrs. M.M., a 52-vear-old housewife, 
was examined first on July 31, 1952; her com- 
plaint was gradual loss of vision since child- 
hood. The visual acuity of her right eye was 
4/200; of her left eye, 7/200. She was unable 
to read Jaeger 19 and had not been able to 
read for two years. During September 1952, 
the vision became worse in the right eye and 
was reduced to hand movements at one foot. 
Examination revealed a large retinal detach- 
ment in the inferior temporal quadrant, includ- 
‘ing the macula, with several small retinal holes 
in the periphery. 


On October 10, 1952, a full-thickness scleral 
resection was done inferotemporally with dia- 
thermy and drainage of subretinal fluid. The 
full-thickness strip was split longitudinally, 
and the two pieces were sutured together to 
make a strip 45.0 mm. in length. This strip 
was sutured at the nasal ends of the vertical 
rectus muscles and directed under the superior 
and inferior oblique muscles. 


The postoperative course was uneventful 
and there was a marked improvement in the 
visual field (fig. 6). 


Visual acuity on February 17, 1956, was 
20/170 in the right eve; in the left eye, 7/200, 
with ability to read Jaeger 19 with the right 
eve. Myopia was reduced from —19.50 to 
—15.00 diopters and has remained stationary. 
No further mvopic degenerative changes have 
been noted. 


Case 2. The left eve of Mr. M.B., a 22- 
year-old student, was enucleated following an 
infection several vears ago. One sister is blind 
in both eves from total retinal detachments. 


The patient noted a loss of vision in his 
right eve in December 1955. Examination on 
Tanuary 11, 1956, revealed hemorrhages and 
exudates in the macular area. There was a 
large posterior staphyloma. Preoperative vis- 
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FIG. 6 


tion on September 26, 


Case 1. (Top) Visual fields before opera- 
1952. Test object 12/333/W. 
Visual fields after operation on February 


Test objects 12/333/W, 12/1000/W. 


( Bottom ) 
17, 1956. 


ual acuity was 10/400; Jaeger 2 type could be 
read at one inch. 


On January 16, 1956, a combined lamellar 
scleral resection with a scleral reinforcement 
using donor sclera was performed according 
to the technique described above. In this case 
it was not possible to bring the donor strip 
to the insertion of the superior and inferior 
rectus because of the extreme axial length of 
the eveball. It was therefore sutured 6 to 8 
mm. posterior to the muscles. 


The postoperative course was uncomplicated. 
On the patient’s last visit, November 7, 1956, 
the visual acuity had improved to 20/200 and 
he was able to read Jaeger 2 at three inches. 
The hemorrhages in the macula cleared, the 
visual feld remained unchanged, and the my- 
opia was reduced from —44.00 diopters to 
~-26.00 diopters.* 


“In a recent personal communication, this patient’s 
present ophthalmologist, Dr. Leonard Christensen, 
has informed us that the patient was in an automo- 
bile accident. one year following the original operation 
and developed a retinal detachment in the inferior 
quadrants of his only eye. A scleral resection with 
electrocoagulation was done with re-attachment. At 
this operation the area of the previous resection was 
uncovered. The grafted piece of sclera appeared to 
be viable and was firmly adherent to the globe. Short- 
ly before the patient was to be discharged, a de- 
tachment was noted in the upper nasal quadrant and 
another scleral resection was done with re-attachment 
except for one small sector. Useful vision has beer. 
maintained, 
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Case 3. Mrs. E.B., a 65-year-old housewife, 
had had a progressive loss of vision since 
childhood. In March 1956, a flat detachment 
of the macula with a large central scotoma de- 
veloped in the right eye. Preoperatively the 
visual acuity had decreased in the right eye 
to 20/400, and in the left eve to 20/80. No 
Jaeger reading was possible with the right eye. 


On April 6, 1956, a combined lamellar 
scleral resection with scleral reinforcement 
was performed. Diathermy with drainage was 
done in the macular area. 


Postoperatively on July 31, 1957, the visual 
acuity remained 20/400 but the patient was 
able to read Jaeger 12. The central scotoma 
was no longer evident when tested with a test 
object of the size used at the first examination 
(fig. 7). 
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FIG. 7 
on April 2, 1956. Test objects 6/333/W, 20/1000/W. 
(Center) Visual fields after operation on December 5, 
1956. Test objects 6/333/W, 6/1000/W. (Bottom) 
Visual fields after operation on July 31, 1957. Test 
objects 6/333/W, 2/1000/W. 


Case 3. (Ton) Visual fields before op=*ration 
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The myopia decreased from —23.00 to 
—13.50 diopters. The only complication has 
been an iris atrophy of the inferior temporal 
quadrant. The retina has remained in place, 
and the preoperative hemorrhage in the macula 
has cleared. Pigment formation due to dia- 
thermy is present in the macula. 


Case 4. Miss S.C., a 50-year-old nurse’s aid, 
had had a progressive loss of vision for sev- 
eral years. On October 3, 1956, visual acuity 
in the right eye was 20/300, Jaeger 5 at tour 
inches; in the left eve, counting fingers at 
three feet, Jaeger 8 at two inches. The patient 
stated that several weeks prior to this exam- 
ination she had noticed a blue spot in front of 
her right eye. Four days betore this examina- 
tion her visual acuity had decreased sudden- 
ly. She was no longer able to work. Fundus 
examination revealed a large posterior staphy- 
loma of the right eve with myopic degenera- 
tion, including pigmentaticn and hemorrhages 
in the macula. There were similar but more 
extensive changes in the left eve. 


On October 8, 1956, a combined diathermy 
(with a flat electrode covering an area 4.0 
mm. wide and 30.0 mm. long over the tem- 
poral half of the eve) and donor scleral 
reinforcement was performed on the right eye. 


The postoperative course was uneventful. 
The preoperative myopia of —19.00 diopters 
was reduced to —16.00 diopters and the macu- 
lar hemorrhages cleared. On July 10, 1957, the 
visual acuity was 20/50 and Jaeger 2 at ten 
inches. The central scotoma was reduced in 
size (fig. 8). The patient has returned to work. 


Case 5. N.K., a 9-vear-old girl, had been 
under our care for three years with a progres- 
sive loss of vision in the right eve. Over this 
period the vision decreased from 20/50 to 
20/80 (August 1, 1956). The visual acuity of 
the left eye was 20/20 with correction (—6.00 
sph. = +1.50 cyl. X 85°). The right fundus 
showed a large myopic crescent, exudates and 
a small atrophic area in the macula. 


On January 15, 1957, a combined lamellar 
scleral resection with a scleral reinforcement 
using donor sclera was performed. 


The postoperative course was uneventful. 
The vision on July 1, 1957, was 20/40 in the 
surgically treated right eye. The myopia was 
reduced from —17.00 to —13.00 diopters. 
There was no change in the fundus or visual 
helds. 


Case 6. Mrs. S.R., a 4-vear-old housewife, 
had had a gradual loss of vision in the left 
eve for several vears. Visual acuity of the 
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FIG. 8—Case 4. (Top) Visual fields before operation 
on October 3, 1956. Test objects 6/333/W, 3/1000/W. 
(Bottom) Visual fields after operation on July 10, 
1957. Test objects 6/333/W, 3/1000/W. 


right eye on January 30, 1957, was 20/20; of 
the left eye, 20/200, with a refractive error of 
—10.50 sph. in the right eye; —21.50 sph. = 
+-0.75 cyl. X 180° in the left eye. The fundus 
of the left eye had white exudates in the pos- 
terior pole with pigment accumulations in the 
macula. A posterior subcortical opacity otf 
the left lens was noted. 

On February 7, 1957, a combined lamellar 
scleral resection with a scleral reinforcement 
using donor sclera was performed on the left 
eye. 

The postoperative course was uneventful 
and the only complication was a transient di- 
plopia on downward gaze. The visual acuity 
in the surgically treated eye on August 7, 1957, 
had improved from 20/200 to 20/80. The re- 
fractive error had changed from —21.50 sph. 
= +0.75 cyl. X 180° to —17.00 sph. = +1.50 
cyl. X 100°. There was no change in the vis- 
ual fields and fundus. 


Case 7. Mr. P.V., a 45-year-old international 
entrepreneur, had been nearsighted since he 
was eleven years old. In the past two years 
the visual acuity of the left eye had failed. On 
February 27, 1957, visual acuity in his right 
eye was 20/400, Jaeger 8; in his left eye, 
8/400, Jaeger 19 at six inches, with a refrac- 
tive error of —21.00 sph. = +2.00 cyl. X 
105° in the right eye, and of —22.00 sph. = 
+3.00 cyl. X 80° in the left eye. Severe my- 
opic degeneration with macular pigmentation 
and exudates was present in both eves. 
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On March 7, 1957, a combined lamellar re- 
section with a scleral reinforcement using 
donor sclera was performed on the left eye. 


Postoperatively there was moderate con- 
junctival edema, and a flame-shaped hemor- 
rhage developed above the disc with two small 
hemorrhages above the macula. A_ vertical 
diplopia was transiently present. Despite these 
hemorrhages, on July 17, 1957, four months 
postoperatively, his visual acuity had improved 
to 20/300, Jaeger 4 at 3.5 inches, and the 
hemorrhages had cleared. The refractive er- 
ror was —10.25 sph. = +0.75 cyl. X 60° in 
the surgically treated eye. The central scotoma 
disappeared (fig. 9). 


Case 8. Mr. D.H., a 36-year-old lawyer, had 
been nearsighted since childhood. In May 1957, 
he noticed the sudden appearance of spots in 
the center of the vision of both eyes. On April 
3, 1957, visual acuity in the right eye was 
20/200, Jaeger 1 at 1.5 inches; in the left eye, 
20/80, Jaeger 1 at 4.5 inches. The refraction 
for the right eye was —25.00 sph. = +1.75 
cyl. X 165°; for the left eye, —21.75 sph. 
= +1.50 cyl. X 15°. The fundus showed large 
myopic crescents and exudates in the macula 
of either eye. Several breaks in Bruch’s mem- 
brane were present in the posterior pole of 
each eye. The visual field showed a large cen- 
tral scotoma in the right eye. 


FIG. 9% 
on February 27, 1957. 
1000/W. 
Tuly 17, 1957. 


Case 7. 


(Top) Visual fields before operation 
Test objects 10/333/W, 10/ 
(Bottom) Visual fields after operation on 
Test objects 10/333/W, 10/1000/W. 
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On April 24, 1957, a combined lamellar 
scleral resection and scleral reinforcement us- 
ing donor sclera was performed on the right 
eye. 


Postoperatively the patient developed a 
small corneal ulcer at the limbus at nine 
o'clock which healed in three weeks with 
topical antibiotic therapy. A transient diplopia 
and a paresis of the right lateral rectus have 
cleared. Visual acuity of the right eye on 
August 7, 1957, was 20/80, Jaeger 1 at two 
inches; of the left eye, 20/80, Jaeger 1 at 
4.5 inches. The refraction was: right eye, 
—20.00 sph. = +2.50 cyl. X 140°; left eye, 
—22.50 sph. = +1.50 cyl. X 15.° Visual fields 
showed a reduction of the central scotoma 
(fig. 10). 


Case 9. H.J., a 7-year-old boy, with a pro- 
gressive loss of vision and increases in his my- 
opia had been observed for five years. On May 
17, 1957, the visual acuity of his right eye 
was 20/80, Jaeger 1 at two inches; of his 
left eye, 20/70, Jaeger 1 at two inches. His 
refraction was: right eye, —23.50 sph.; left 
eye, —23.25 sph. Fundus examination revealed 
bilateral extensive posterior staphylomas, atro- 
phy of the choroid and pigment accumulation 
at the macula and about the disc. 


On June 19, 1957, a combined lamellar 
scleral resection and scleral reinforcement us- 
ing donor sclera was performed on the left 
eye. 


FIG. 10—Case 8. (Top) Visual fields before opera- 


tion on April 19, 1957. Test objects 3/333/W, 6/ 
1000/W. (Bottom) Visual fields after operation on 
August 14, 1957. Test objects 3/333/W, 6/1000/W. 
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The postoperative course was uneventful 
and the preoperative myopia was reduced to 
—14.00 diopters. On July 19, 1957, with a 
refractive error in the left eye of —14.00 sph. 
= +1.00 cyl. X 165°, visual acuity was 20/50 
and Jaeger 1 could be read at four inches. 
There was a weakness of the left lateral rec- 
tus muscle. The fundus remained unchanged. 


COMMENT 

Loss of vision in cases of high myopia, 
with or without posterior staphyloma, 1s 
not uncommon. It may be slowly pro- 
gressive because of gradually increas- 
ing degenerative changes in the retina 
and choroid or rapid in onset if it is 
caused by hemorrhages and exudates. In 
any instance, the prognosis in these cases 
is poor. Central vision is eventually lost 
because of the fibrosis and gliosis in the 
macula, or the eye may be lost from 
retinal detachment. 


The nine cases summarized (table 1) 
represent a small group of patients with 
high myopia, ranging from -—13.00 to 
—44.00 diopters, who were operated upon 
consecutively. In all cases there was 
myopic degeneration with a progressive 
loss of vision to 20/80 or less. In every 
case there was an improvement in vision 
with a cessation of the progressive 
fundus changes after the combined la- 
mellar resection with scleral reinforce- 
ment using donor sclera. One-year and 
three-year follow-up examinations in 
two cases indicate that the operative re- 
sults were not temporary, and have en- 
couraged the continued effort to attempt 
to save the vision of other patients af- 
Hicted with myopic degeneration. 


Indications for surgical intervention 
in high myopia are (1) myopic degen- 
eration, especially with hemorrhages and 
exudates at the posterior pole, (2) loss 
of visual acuity, the result of the above 
changes, (3) visual field constriction 
with an enlargement of blind spot and 
scotomas, and (4) vitreous changes. No 
single consideration is sufficient to indi- 
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cate that the procedure should be un- 
dertaken, but rather a combination, espe- 
cially of 1, 2, and 3, supplies sufficient 
incentive. Complaints such as “blue vi- 
sion,” “everything is dark all over,” even 
without a loss of visual acuity, reveal 
the presence of the prodromal symptoms 
that may indicate a reversible nutritional 
vascular change in the choroid and ret- 
ina. These symptoms may constitute a 
warning that hemorrhagic and exudative 
lesions are imminent with irreversible 
visual changes. In any case in which the 
patient complains of such symptoms, ac- 
curate central field studies may show a 
depression of the field as compared with 
those of the fellow eye. Operative inter- 
vention may be warranted 
scleral resection and/or a scleral re- 
inforcement to prevent hemorrhagic or 
exudative lesions. 


A series of six scleral resections per- 
formed in cases of high myopia without 
detachment was done as a preliminary 
study over an eleven-year period from 
1941 to 1952, with results comparable 
to those reported by Moner.'*:!5 How- 
ever, the reduction of myopia was not 
as marked, nor does it appear as perma- 
nent as in the cases reported in this 
study. A scleral resection shortens the 
globe, but it is questionable whether this 
lasts for more than a few weeks. This 
has been verified by the animal experi- 
mentation done by the authors and that 
of others.*-© It is best to combine scleral 
reinforcement with scleral resection. The 
fourth case in which diathermy alone 
without resection was combined with 
scleral reinforcement substantiates this. 
The reduction of myopia in this instance 
was only 3.00 diopters, compared to an 
average of 8.50 diopters. The scleral re- 
inforcement properly placed after the 
resection gives the best and most perma- 
nent method for shortening the axial 
length of the eyeball. 


The authors are aware of the difficulty 
in determining an accurate measurement 
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of high degrees of myopia. All measure- 
ments are based on retinoscopy, ophthal- 
moscopy and refraction, and represent 
the changes in the macular region. In 
these cases all myopic measurements 
have been carefully determined and re- 
peated at regular intervals under cyclo- 


plegia. 


The mechanism for the clearing of 
chorioretinal changes is interesting to 
postulate. Aside from the mechanical 
factor of putting slack on the chorio- 
retinal tunic, which undoubtedly helps 
and is the basis of the work done by 
Iriede,’ there must also be an important 
metabolic factor with reactive choroidal 
hyperemia and neovascularization of the 
episcleral tissue which results in an in- 
creased nutrition to the retinal elements. 


The complications are remarkably 
few. One patient developed a small lim- 
bal corneal ulcer. Another has developed 
iris atrophy in the inferior temporal 
quadrant, but this complication has also 
been observed following scleral resec- 
tions for retinal detachment. Three pa- 
tients have developed a transient diplopia 
postoperatively. Glaucoma and phthisis 
bulbi have not occurred. 


SUMMARY 


The history of the surgical treatment 
of myopia is briefly reviewed. The oper- 
ation of combined lamellar scleral re- 
section with a reinforcement 
using donor sclera is presented, includ- 
ing nine consecutive case reports with 
follow-up studies. The technique, re- 
sults, criteria for operative interference 
and complications are discussed. 


scleral 
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DISCUSSION 


DaNiEL SnypAcKER, M.D., Chicago: Dr. 
Borley has presented an interesting and stimu- 
lating approach to an old problem. The ma- 
jority of us will never perform the operation 
he has described, but as an experimental pro- 
cedure it warrants our serious attention. 


In considering his operation, there are two 
obvious questions to be asked: one is how the 
operation works and the other is why it works. 


In considering the first question, how it 
works, it is appropriate to review the se- 
quence of events following complete or lamel- 
lar scleral resection. It is a well known clinical 
fact, demonstrated anatomically by Everett, 
that following either of these operations there 
is a strong tendency for the globe to resume 
its shape over a period of several months. The 
choroidal roll tends to flatten out and the re- 
fractive error tends to return to its preopera- 
tive status. Dr. Borley has stated that in two 
cases in which a second operation was per- 
formed, the scleral graft which he had insert- 
ed had become firmly embedded. The question 
is whether this prevents the globe from re- 
verting to its preoperative shape. If so, there 
might be important applications of this prin- 
ciple in the surgical treatment of retinal de- 
tachment. I would like to ask Dr. Borley how 
long the scleral roll from the resection part of 
his procedure remains visible ophthalmoscop- 
ically. 


The second question is why the operation 
improves the visual acuity. The ophthalmo- 
scopic picture of high myopia with its chorio- 
retinal atrophy is well known. There is par- 
tial atrophy of those retinal elements which 
depend for their nutrition on the choroidal 
blood supply, namely, the layer of rods and 
cones and the outer nuclear layer. There is al- 
so partial destruction of the pigment epithe- 
lium. In the fact of these structural changes, 
it is pertinent to inquire by what mechanism 
the visual acuity may be improved. In con- 
sidering possible reasons for improvement of 
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vision, it is obvious that there must be an 
increased response of functioning or partially 
functioning retinal elements. There are four 
possible ways to account for this increased re- 
sponse: (1) it is possible that with the re- 
duction in the myopia, there may be an in- 
crease in retinal image size so that more per- 
cipient retinal elements are stimulated; (2) 
the chorioretinal tissues may be compressed so 
that still functioning retinal percipient ele- 
ments are bunched closer together, thus bring- 
ing more of them into position to be stimu- 
lated; (3) in some unexplained way, there 
may result an increased blood supply to the 
intraocular structures at the posterior pole 
so that partially anoxic percipient elements 
may receive increased nutrition and hence 
function more effectively; and (4) the opera- 
tion and all that it entails for the patient may 
have such psychological effect as to account 
for the improvement. Information regarding 
the preoperative and postoperative ophthal- 
moscopic findings might clarify this problem. 

Dr. Borley has attacked the baffling ques- 
tion of malignant myopia in a new way. I 
am sure that he would not claim to have the 
final answer, but any light which he can shed 
on this puzzle is welcome and I am sure we 
will all look forward to reports from him in 
the future. 


Dr. Bortey: I wish to thank Dr. Snydacker 
for his kind remarks in discussion of this pa- 
per. 


Before I take up his points I will show two 
or three slides. 


[Slide] These are the first nine consecutive 
cases of this operation. Case 1 and case 3 
were retinal detachments in highly myopic 
eyes. In case 1 it was on the temporal side; 
in case 3, there was a macular detachment 
with hole in the macula. Here is the date of 
operation, the preoperative and postoperative 
visual acuity, and the average reduction in 
myopia, which amounts to about seven diop- 
ters in all cases. The determination of this 
myopia was made by the ophthalmoscope, 
retinoscope, and manifest refraction. It is, of 
course, an average, and it is very difficult to be 
sure of the exact amount. 


Case 4 was one of the cases in which a 
scleral resection was omitted. Vision improved 


W. E. BORLEY AND A. A. SNYDER 


rR. AM, 
ACAD, OPHUTH.,. 


from 23/100 to 20/50 over a period of six to 
seven months, so I am not convinced that the 
scleral resection procedure is actually neces- 
sary in this operation. 


Dr. Snydacker asked about the scleral roll, 
I feel that it disappears after a certain length 
of time, two to three months, in all cases. 
It is not much of a scleral roll to begin with 
because the scleral section is only 2 mm. by 
25 mm. It might be possible in future cases to 
place the scleral strip over the scleral resec- 
tion to determine whether that has any in- 
creased benefit. 


Dr. Snydacker asked about the scleral roll. 
the improvement in vision. I believe that it is 
probably a combination of factors, perhaps 
the larger retinal image size or a compression 
of the elements, and I am also convinced that 
in the cases of gradual improvement over 
a period of several months, there must be an 
increase in circulation or nutrition to the ret- 
inal elements. 


He brings up the point of the fundus 
changes before and after operation. In the 
patients having retinal hemorrhages and exu- 
dates these cleared up after operation over a 
period of three to four months. Of course, in 
the cases with very poor vision with marked 
degeneration there apparently was very little 
clearing. | had the impression that there was 
a definite clearing in the vitreous opacities that 
we commonly see in these patients with high 
myopia. 


The psychologic effect cannot be denied. 
Many of these patients, of course, have had 
very poor vision of longer or shorter duration, 
so that any operative procedure that offers 
them hope may stimulate them to use their 
vision better. 


In the future it is hoped that we may have 
other methods for determining the results in 
these cases. | think further experimental sur- 
gical procedures should be undertaken, and 
I hope that we shall find some way of measur- 
ing the anterior-posterior diameter of the 
eyeball in a better fashion. Perhaps Rushan’s 
apparatus, using x-ray measurements, might 
give us some ideas on the preoperative and 
postoperative changes in this procedure. 
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RETRACTION OF SCLERAL WOUND EDGES AS A 
FISTULIZING PROCEDURE FOR GLAUCOMA 


Harotp G. Scuetre, M.D. 
PHILADELPHIA, PENNSYLVANIA 


THIS paper presents a new method 
for performing a filtration operation for 
glaucoma. A fistula is produced by caus- 
ing an ab externo scleral incision, made 
as for peripheral iridectomy, to gape by 
application of a galvanocautery super- 
ficially to the wound edges. The wound 
edges are separated from 0.5 to 1 mm. 
by scleral contraction due to the heat of 
the cautery. The separation is greater 
on the external aspect of the wound than 
on the internal. Following application of 
the cautery, a peripheral iridectomy is 
done to prevent iris prolapse and plug- 
ging of the wound by iris. Filtration re- 
sults in a high percentage of eyes. 


The operation was developed after I 
had encountered several filtering cica- 
trices following peripheral iridectomy 
for glaucoma during the first few months 
of 1956. The only variation in technique 
during that time had been application of 
a Hildreth cautery along the line of the 
prospective incision for purposes of 
hemostasis. Prior to this, filtration had 
been extremely rare. The filtering cica- 
trices seemed to be best explained by a 
slight retraction of the wound edges re- 
sulting from scleral shrinkage caused by 
the cautery. Scleral shrinkage following 
application of a cautery to sclera is well 
known and has been studied in some de- 
tail by Scheie and Jerome.* A less likely 
explanation of the filtering cicatrices is 
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that they are due to a disturbance in the 
healing properties of cauterized sclera. 
The fact that filtration occurred was sur- 
prising because many ophthalmic sur- 
geons have cautioned against the use of 
cautery, even for control of bleeding, 
when performing a filtration operation. 


The cicatrices were rather flat and dif- 
fuse. Most of them resembled those seen 
after iridencleisis rather than the foamy, 
polycystic cicatrix which follows corneo- 
scleral trephination. The appearance of 
the eyes was so excellent and they 
showed so little mutilation that it seemed 
reasonable to pursue the method, with 
some modification, as a filtration proce- 
dure. 


The operation which was evolved is 
similar to that of Preziosi,'* although 
the technique and the rationale are dif- 
ferent. Both are filtration procedures ; 
but Preziosi’s operation involves enter- 
ing the angle of the anterior chamber 
with a glavanocautery, thereby causing a 
fistula while in the operation described 
herewith, a fistula is created by causing a 
scleral incision to gape through super- 
ficial application of a cautery to its 
edges. It is emphasized that the cautery 
is applied only superficially to the lips 
of the scleral incision and that the chief 
difference between the procedures lies 
in the technique of using the cautery. 
In the Preziosi operation a fistula is cre- 
ated by entering the anterior chamber 
with cautery, while in the procedure de- 
scribed in this paper the cautery only in- 
directly causes a fistula. A scratch inci- 
sion is made into the angle of the ante- 
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FIG. 2—Injection of Procaine Hydrochloride into 
conjunctiva and Tenon’s capsule. 


FIG. 3—lIncision of conjunctiva and Tenon’s capsule. 
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rior chamber with a scalpel. The incision 
is directed perpendicular to the surface 
of the sclera about 1 mm. behind the 
limbus. Because the wound edges are 
perpendicular they separate to form a 
cleft when the sclera contracts because 
of the cautery. The advantages from the 
standpoints of simplicity and safety 
would seem to accrue to the procedure 
in which the cautery does not enter the 
anterior chamber. 


TECHNIQUE 


The operation is done under local 
anesthesia with facial akinesia. Anes- 
thesia is obtained by conjunctival instil- 
lation of local anesthetic plus a 
bulbar block of the ciliary nerves 


retro- 
. A lid 
speculum is placed and a superior rectus 
suture is inserted (fig. 1). The conjunc- 
tiva and Tenon’s capsule are ballooned 
outward over the third of the globe at 
the operative site by the injection of 
Procaine Hydrochloride (fig. 2). The 
conjunctiva and Tenon’s capsule are in- 
cised, usually in the upper or lower tem- 
poral quadrant depending upon whether 
the operation is being done at the 12 or 
6 o'clock meridian, directly down to the 
sclera about 7 mm. from the limbus (fig. 
3). The blade of a scissors is inserted 
between Tenon’s capsule and the sclera 
and the incision is enlarged parallel to 
the limbus. Tenon’s capsule and the con- 
junctiva are cut simultaneously. This 
large flap, of both layers, is then reflect- 
ed to the limbus (fig. 4). The cornea is 
not split. A series of applications of a 
Hildreth cautery is made to the sclera on 
a line parallel with and about 1 mm. back 
of the limbus (fig. 5). A scratch incision 
is made through the cauterized area, per- 
pendicular to the surface of the sclera, to 
enter the angle of the anterior chamber 
as for peripheral iridectomy (fig. 6). 
The Hildreth cautery is again applied to 
the sclera over the lips of the incision to 
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cause retraction of the wound edges of 
at least 1 mm. (fig. 7). The posterior lip 
is usually cauterized more extensively 
than the anterior one because it is more 
accessible. In eyes with wide open 
angles, aqueous usually escapes during 
application of the cautery, rendering the 
cautery less effective; the field must be 
kept as dry as possible. Peripheral iridec- 
tomy is always done when cauterization 
is completed. In most instances this is 
easily done because as the wound gapes 
from cautery, the iris ordinarily becomes 
prolapsed (fig. 8). However, if this does 
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FIG. 4—Conjunctiva and Tenon’s capsule reflected 
to the limbus. 


FIG. 5—Application of Hildreth cautery to line of | F 1G. 7—Application of cautery to lips of scleral in 
eat Te cision with gaping of wound. 
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FIG. 6—Ab externo incision perpendicular to sclera 
1 mm. behind the limbus. FIG. 8—FProlapse of iris. 
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not occur, it usually can be made to do so 
by gentle pressure on the posterior lips 
of the wound. Occasionally, especially in 
eyes with wide angles, it may be neces- 
sary to enter the chamber with a forceps 
to withdraw the root of the iris (fig. 9). 
Following iridectomy, the iris is replaced 
to free the peripheral coloboma. The in- 
cision in conjunctiva and Tenon’s cap- 
sule is then closed by a continuous 6-0 
catgut suture (fig. 10). Care is taken to 
close Tenon’s capsule and the conjunc- 
tiva as separate layers. No medication is 
instilled. Only the eye which has been 
surgically treated is patched. Reaction is 


FIG. 9—Iris root gras for peripheral iridectomy. 


10—Suturing cut edges of both conjunctiva 
and Tenon’s capsule. 


FIG. 
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slight and mydriatics usually are un- 
necessary postoperatively. 


PRESENTATION OF DATA 

The operation was performed upon 41 
eyes of 30 patients (tables I and II). 
Data on three of the eyes were con- 
tributed by Dr. Gaylord W. Ojers, who 
operated upon them in his private prac- 
tice. All cases have been followed from 
two to fourteen months. All eyes had 
primary glaucoma associated with di- 
minished facility of outflow of aqueous. 
Twenty-seven eyes had chronic simple 
glaucoma. The angles were nicely open 
in 10 eyes and very narrow in I7 eyes. 
Fourteen eyes had narrow angle glau- 
coma in the iris block phase. The con- 
dition was acute in 5 eyes and chronic in 
9 eyes. The acute phase had persisted 
for more than forty-eight hours in all 5 
eyes with acute glaucoma, a situation in 
which iridencleisis ordinarily would 
have been done. In the other eyes the di- 
agnosis of chronic iris block glaucoma 
was supported by a constantly elevated 
tension, gonioscopically closed angles 
and other clinical evidence. 


The results in controlling tension 
have been excellent. They were particu- 
larly gratifying in the group of 14 eyes 
operated upon for narrow angle glau- 
coma, in which no failures occurred. The 
ocular tension was considered to be con- 
trolled if repeated tension recordings 
were under 30 mm. Hg (Schigtz, 1948 
calibration scale). In the 5 eyes with 
neglected acute glaucoma, the attack had 
persisted for several days in 3 eyes and 
well over a week in 2 eyes. In the other 9 
eyes angle closure had developed more 
slowly, with no congestion in 7 and con- 
gestion in 2. Although the tension was 
controlled in all of these eyes, hypotony 
resulted in 3. Of 27 eyes with chronic 
simple glaucoma, the angles were ex- 
tremely narrow in 17 and nicely open or 
wide in 10. The tension was controlled 
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TaBLe II 


SUMMARY OF RESULTS OBTAINED FROM PERFORMING 
PERIPHERAL IRIDECTOMY WITH CAUTERY ON 41 Eves wirtH PRIMARY GLAUCOMA 


TYPE OF GLAUCOMA N 


CONTROLLED 
( NORMOTENSIVE ) 


CONTROLLED 
WITH HYPOTONY | 


U NCONTROLLED 


Narrow Angle 


Acute Bong 5 0 
Chronic 
congestive (2) | | l | l 
noncongestive (7) | | 5 | 2 
Total Narrow Angle 14 | | 
Chronic Simple 
Angle narrow | 17 7 | 5 5 
Angle open | 10 8 | l l 
Total Chronic Simple 27 | 
| 
Total | 41 26 | 9 | 6 


with normal tension in 15 eyes and hy- 
potony in 6. In 6 eyes the tension was 
not reduced to normal, but the level was 
much less than it had been prior to sur- 
gical intervention and could be controlled 
by miotics. No explanation is offered for 
the greater incidence of success in nar- 
row angle glaucoma than in chronic sim- 
ple glaucoma. 


The operation has several virtues. It is 


extremely simple to do and is no more 
difficult technically than peripheral iri- 
dectomy, which is one of the safest of 
intraocular operations. Because of its 
simplicity and the paucity of bleeding, 
it is an excellent procedure for neglected 
acute glaucoma with a congested globe. 
The eye has a much more normal ap- 
pearance than it has following other 
fistulizing operations. The bleb is usually 
thick and should be much less prone to 
develop late infection than the thin, 
polycystic bleb which follows corneo- 
scleral trephination. The bleb usually re- 
sembles that which follows an iriden- 
cleisis except that iris is not incarcerated 
and the danger of sympathetic ophthal- 
mia should be less; it is rarely markedly 
elevated and polycystic. The operation 
can be done on any meridian of the globe 


and can be performed when other pro- 
cedures have failed. It also can be per- 
formed inferiorly to leave the upper 
portion of the globe undisturbed for 
cataract extraction when lens changes 
are marked. 


No operative complications were en- 
countered in this series of eyes. Two pa- 
tients developed small hyphemias dur- 
ing the first three or four days after 
operation, but they absorbed without 
difficulty. Late re-formation of the an- 
terior chamber occasionally caused con- 
cern, but this situation can be anticipated 
following any fistulizing procedure. In 
no instance did it interfere with the out- 
come. Hypotony occurred in nine eyes. 
This incidence seemed higher than fol- 
lowing iridencleisis, and it is probably 
comparable to that of corneoscleral 
trephination. Hypotony was defined as a 
tension of 10 mm. Hg (Schigtz) or low- 
er. The hypotony in no instance caused 
diminution of vision or other visual dif- 


ficulty. 


No estimate can be made of late com- 
plications, since no patient has been fol- 
lowed for longer than fourteen months. 
Late cataractous changes probably will 
occur as they do following any fistulizing 
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procedure for glaucoma. In this opera- 
tion, however, insertion of an instrument 
into the anterior chamber is usually un- 
necessary and thus injury to the lens at 
the time of operation is averted. 


The procedure was employed for a 
few eyes with various types of glaucoma. 
It failed in two patients with hemor- 
rhagic glaucoma but did not control the 
pressure in one eye with glaucoma sec- 
ondary to heterochromic iridocyclitis. 
Three eyes with infantile glaucoma were 
also operated upon but they had been 
badly mutilated by previous operations 
of various types. The tension was con- 
trolled in one. 


SUMMARY 


A new filtering operation for glau- 
coma 1s described. Filtration is accom- 
plished by causing the lips of a scleral 
incision, made as for peripheral iridec- 
tomy, to gape by superficial application 
of a galvanocautery. Upon completion 
of the cauterization, a peripheral iridec- 
tomy is done. The operation is as simple 
as peripheral iridectomy and is accom- 
panied by few complications. The eye 
retains a remarkably normal appear- 
ance. The procedure has been quite ef- 
fective in controlling ocular tension. It 
controlled the pressure in 21 of 27 eyes 
with chronic simple glaucoma and 14 
eyes operated upon for narrow angle 
(iris block) glaucoma. Hypotony re- 
sulted in 9 eyes of the entire group. The 
operation cannot be evaluated finally 
until more time has elapsed and other 
surgeons have had an opportunity to re- 
port their own results, but the observa- 
tions reported in this paper indicate that 
the operation can be employed whenever 
a filtering operation is indicated. It 
seems, at least, that this operation will 
be a worth while addition to our surgical 
resources against glaucoma. It may be of 
greatest value in the management of neg- 
lected, acute congestive (narrow angle, 
iris block) glaucoma in which iriden- 
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cleisis previously has been considered the 
operation of choice. Peripheral iridec- 
tomy with cautery is much easier to per- 
form on these congested eyes, and it 1s 
accompanied by considerably less danger 
of hemorrhage. 
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DISCUSSION 
JoserH S. Haas, M.D., Chicago: Dr. Scheie 


has devised and demonstrated another tech- 
nique for producing an intentional fistula as 
a means of lowering the intraocular pressure. 
He modestly states that it was conceived as 
a result of a marked increase in the number 
of filtering blebs after peripheral iridectomy 
following the acquisition of a Hildreth cau- 
tery. 

In my opinion some clarification of this con- 
cept is required. Primarily, although the Hil- 
dreth cautery might seem suspect, it should 
be emphasized that it differs from ordinary 
thermal cauteries only in the ease of its use. 
This qualification makes it an extremely ver- 
satile and virtuous instrument and one which 
should not produce fistulization if it is used 
with restraint. 


Second, the presence of the filtering bleb 
in addition to the Hildreth cautery cannot be 
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called the father of this operation, for many 
of us have seen this result following periph- 
eral iridectomy. Rather the recognition of the 
true cause and effect is the true creator; call 
it what you will, I think Dr. Scheie’s deduc- 
tive logic deserves full credit. 


From this logic there have resulted several 
rather important facts. 


Contrary to what I have believed and 
taught, it appears that thermal cautery can 
delay and even prevent healing of the wound. 
The widespread application of this knowledge 
is immediately apparent, and I feel certain 
that it will stimulate those interested in wound 
healing to determine experimentally the mech- 
anism of this delay in wound healing. 


In addition, this reasoning has produced a 
much simpler filtering operation than any 
in common usage. The simplicity is supported 
by the lack of operative complications, and 
the small area which this operation requires 
makes it especially suitable as a secondary 
operation. 


I learned of this operation in July. Since 
then my colleagues and I have performed it 
five times, twice in cases of infantile glau- 
coma in which many previous operations had 
been done. Upon completion of this operation 
it was noted that Tenon’s capsule was as mas- 
sive and thick as is commonly found in infan- 
tile glaucoma and the fistula filtered for only 
one month. I think this makes us suspect that 
the success of the operation will depend upon 
many of the same factors that other filtering 
operations do. Two of our operations were 
performed in cases of chronic narrow angle 
glaucoma which could not be controlled by 
miotics or peripheral iridectomy because of 
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the irreversibly closed angle. Both of these 
succeeded. One has controlled the tension for 
three months in the low 20's; the second has 
controlled the tension for three months with 
a soft tension. In both of these cases there 
was noted some delay in the formation of 
the anterior chamber; therefore, | suspect 
that there will be some of the complications 
of other filtering operations, but certainly none 
of the more severe complications that one 
encounters when one must put an instrument 
into the anterior chamber. 


Our fifth operation was performed on a 
patient with open angle glaucoma. The cham- 
ber formed immediately. The intraocular pres- 
sure has been maintained in the low 20's for 
three months. 


Thus, we have confirmed that this operation 
will produce fistulization. Its eventual posi- 
tion in the surgeon’s armamentarium will be 
determined by the number of successful results 
in a large series of cases, the severity of hy- 
potonia, the duration of control, the late com- 
plications, and all the other criteria that one 
must apply to any filtering operation. Only 
time and experience will provide such infor- 
mation. 


Dr. Scuetre: Dr. Haas has been very kind. 


I would like to emphasize in closing that 
all of the complications known to occur with 
filtering procedures of any type should be an- 
ticipated. Among these is malignant glaucoma. 
Only time will reveal the true incidence of 
such difficulties. 


Finally, I repeat that no conclusion as to 
the value of the operation should be made un- 
til data on many more cases have been ac- 
cumulated not only by myself but by other 
ophthalmic surgeons. 
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GRANULOMATOUS UVEITIS: 
AN ETIOLOGIC SURVEY OF 100 CASES 


T. F. SCHLAEGEL, Jr., M.D. 
INDIANAPOLIS, INDIANA 


Because of the discouraging difficulty 
of making an etiologic diagnosis in pa- 
tients with endogenous uveitis any at- 
tempt to assess the problems may prove 
of some value. In this survey, 100 cases 
of granulomatous uveitis will be consid- 
ered from the following standpoints. 


l. Sex, age and site of involvement 
2. Skin tests 

3. Laboratory tests 

4. Roentgenograms 

>. Consultations 

6. Therapeutic tests 

7. The etiologic diagnosis 


METHOD 

When the patient makes his first visit 
to the uveitis clinic a clinical history is 
taken and an examination of the eyes 
performed. Blood is drawn for the rou- 
tine laboratory tests and the skin tests 
are started. The patient is scheduled for 
a routine chest roentgenogram and for 
any other roentgenograms which the his- 
tory indicates are advisable. On return 
visits the skin tests are read and con- 
tinued until a positive response is ob- 
tained or until the strongest dilutions 
have been injected. When indicated, 
therapeutic tests are prescribed, addi- 
tional laboratory tests ordered and con- 
From the Department of Ophthalmology, Indiana Uni- 
versity School of Medicine and the Uveitis Clinic of 
Indiana University Medical Center. We gratefully 
acknowledge the help of Adah Irene Baird, B.S., in 


the collection of data and in the performance of the 
Sabin-Feldman dye test. 

This investigation was supported by a reasearch grant 
(B-539) from the National Institute of Neurological 
Diseases and Blindness, Public Health Service. 
Presented at the Sixty-Second Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 


gology, Oct. 13-18, 1957, Chicago. 
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sultations requested. The records of 100 
patients over 15 years of age with gran- 
ulomatous uveitis were taken consecu- 
tively, except for a few which were 
omitted because of mnadequacies. I must 
point out that this series of patients is 
not typical of the population of patients 
with granulomatous uveitis as a whole, 
since many are referred by ophthalmolo- 
gists because of the severity of the dis- 
ease or because of their resistance to 
therapy. After the investigations are 
completed, each case is classified as an- 
terior, posterior, or combined depend- 
ing on the site and extent of the inflam- 
matory involvement. A few patients with 
posterior involvement seen by us in a 
quiescent stage might have had some 
transudate and exudate in the anterior 
chamber during the active stage and 
thus should have been classified in the 
combined group. 


Uveitis survey sheet. Placing all the 
data on one side of one sheet of paper 
(fig. 1) makes the analysis somewhat 
less difficult. 


RESULTS 
Sex, Age, and Site of Involvement 
(table 1) 


Sex: There were 50 males and 50 
females. 


Age: Two thirds of the patients (65) 
were in the 20 to 50 age range with the 
highest incidence in the decade from 30 
to 39 years. 


Site: The anterior segment alone was 
involved in only 18 per cent of our cases 
of granulomatous uveitis. In 60 per cent 


ETIOLOGIC DIAGNOSTIC IMPRESSION: 


lastructions for Skin Tests: |f suspicious of o high degree of tuberculin sensitivity or if there is a lesion near the maculo, 
use |:1,000,000 or less instead of |: 100,000 Old Tuberculin. In the Frei test a wheol is not significant: a 6mm erythematous 
papule is positive. For oll other skin tests measure ER(ythemo}: INiduration): and NE{crosis} in millimeters. Grade on the 
basis of the erythema as follows: Smm == |: !Omm == 2; 1Smm == 3: 20 or more mm 
a first test which is negative may moke a subsequent test positive ond a positive may be made more positive. For auto- 
genous vaccine have consultant toke o culture and label “Soave for Vaccine.” When autogenous vaccine has been made, 
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TOP IMPRINT MARGIN 
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UVEITIS SURVEY 
RIGHT FOREARM LEFT FOREARM 
PRELIMINARY SKIN TESTS 
ER IN NE GR ER IN NE GR 
1:100,000,000 O Toxoplasmin 
1:10,000,000 OT 1:100,000 H. 
1: 1,000,000 OT 1:10,000  H. 
1:100,000 OT Control Hist. 
ROUTINE CHEST X-RAYS 
Frei Control OPTIONAL X-RAYS 
if 
SUBSEQUENT SKIN TESTS (OPTIONAL) — 
ER IN NE GR ER IN NE GR Honds ond Feet 
1:10,000 OT 1:1000 H Long Bones 
1:1000 OT 1:100 H AP Dorsal Spine 
0.1 cc 1:100 OT 1:10 CONSULTATIONS (OPTIONAL) 
03 cc 1:100 OT Autogenous Voc. Ent 
Ol cc 1:10 OFT Brucellergin G-U 
Med 
1tONAL T 
Mazzini, Etc. Opsonocy tophagic Dento! 
Brucella Agglut Index (Brucella) Allergy 
Sedimentation Rote Brucella C. F. Biopsy 
Hemoglobin Antistreptolysin Pschiot. 
Wobc Titer 
Diff. Toxo Dye Test #2 THERAPEUTIC TESTS 
Urinalysis Toxo Dye Test #3 lsoniazid-Distrycin 
Toxo Dye Test #! Leptospirosis Doraprim-Sulfose 
Serum Uric Acid +) Cortisone, Etc. 
Serum Calcium #2 Local 
Serum Proteins Sternal. Cult. (Brucella) Systemic 
Alb Sternol. Cult. (Hist) Rebound 
Glob C. F. Toxo. Penicillin 
Totol C. F. Hist. Piromen 
Feces Continuous IV Drip 


skin test patient and two controls. If patient is more sensitive than the controls, desensitize. 


USE ONE SIDE ONLY 
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= 4. In the case of the Brucellergin, 
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TABLE | 
CLASSIFICATION OF 100 Cases oF GRANULOMATOUS UVEITIS 
Accorptnc To Sex AND AGE oF THE PATIENT AND SITE OF INVOLVEMENT 
SITE SEX 16-19 20-29 30-39 | 40-49 50-59 60+ | TOTAL 
M 0 0 1 | 2 3 1 | ”\ 
Anterior - |——---- | | 18 
F 1 2 2 3 | 2 1 | 11} 
Posterior Sa 21 
F 2 l 7 
‘Combined | | > 61 
: F 5 2 | S 2 4 | 4 | 25) 
All Sites Both 19 14 
Taste Il 
RESPONSE OF PATIENTS WITH GRANULOMATOUS UveITIS to Four 
TYPE OF NO. GIVEN POSITIVE PERCENTAGE WITH OCULAR 
SKIN TEST TEST __| FLARE-UPS FROM SKIN TEST 
NO. | % NO. | %o 
Tuberculin 9] 61 | 67 | 4 | 4 
Toxoplasmin 99 57 58 0 0 
Histoplasmin 93 35 38 l ] 
Brucellergin 92 21 23 0 | 0 


the choroid and/or retina were inflamed 
along with signs of anterior segment in- 
flammation such as flare and cells in the 
anterior chamber and precipitates (k.p.) 
on the back of the cornea (combined 
group). Hogan and his colleagues!’ con- 
sider these patients to have a “reactive” 
iridocyclitis and Woods*® refers to a 
“spillover” from the posterior inflamma- 
tion. Hogan, Thygeson and Kimura‘ 
consider only those patients with a non- 
focalized chorioretinal lesion of wide- 
spread type with coincident congestion 
and exudation from the iris and ciliary 
body as having a diffuse or panuveitis. 


It is probable that none of our 100 cases 
would fit into their panuveitis group. In 
21 per cent of our cases the posterior 
segment alone showed signs of activity. 


Skin tests. The frequency of positive 
responses as well as the frequency of 
ocular flare-ups from the skin tests we 
have used is shown in table II. I am 
usually pleased when there is an ocular 
flare-up with a skin test, since such a re- 
sponse is of diagnostic value. Woods 
has never seen any permanent harm 
caused from this and neither have I, al- 
though possible permanent visual loss 
from a flare-up of a paramacular lesion 


¢ 
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TaBLe III 


NUMBER OF OLD TUBERCULIN SKIN Tests PosITIVE OR NEGATIVE 
AccorpInc To AGE or PATIENT 


AGE GROUP POSITIVE | NEGATIVE 
NO % 
16-19 6 75 2 
20-29 12 66 “ee 
30-39 12 44 ees 
40-49 14 82 
50-59 10 
60 7 87 1 
All Ages 61 67 | 30 
Tasie IV 


Positive RESPONSES TO OLD TUBERCULIN SKIN TeEsTS CLASSIFIED BY SITE AND DILUTION 


NUMBER POSITIVE AT EACH CONCENTRATION | Eee 
SITE TOTAL 
1:100,000 | 1:10,000 1:1000 1:100 1:100 1:10 NU MBER 
(0.3 cc.) 
Anterior 2 4 3 l l : 0 11 
Posterior 1 3 7 l | 2 | 14 
Combined 2 10 ak 36 
Total 61 
TABLE V 


PositIvE RESPONSES TO HISTOPLASMIN SKIN Test CLASSIFIED BY SITE AND DILUTION 


SITE NO. | NUMBER POSITIVE AT EACH CONCENTRATION | Pacem 

1:100,000 | 1:10,000 | 1:1000 1-100 1:10 | no 
Anterior 17 | 0 | 0 2 2 l ge? ap 
Posterior 18 0 1 2 4 61. 
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necessitates caution in the use of skin 
tests in such cases. Since toxoplasmosis 
is a proved cause of uveitis, it is inter- 
esting to note and wonder why we have 
not observed any ocular flare-ups from 
the toxoplasmin skin test. 


The old tuberculin test. Sixty-seven 
per cent of our patients had a positive 
skin reaction to old tuberculin. In table 
III it is seen that there is no significant 
variation with age. In table IV we have 
arranged our cases by the site involved 
and by the various dilutions used. There 
is a tendency for the anterior group to 
have greater sensitivity to tuberculin, 
but the trend is not statistically signifi- 
cant. 


The histoplasmin skin test. We have 
had one ocular flare-up from histoplas- 
min. Krause and Hopkins'’ reported a 
patient who had a flare-up of her hem- 
orrhagic retinitis and exudative chorio- 
retinitis with histoplasmin; such a focal 
reaction is the only definite evidence 
that one can secure for the making of a 
diagnosis of histoplasmic uveitis. Turn- 
ing to table V we can see that when our 
cases of granulomatous uveitis are di- 
vided according to the site of jivolve- 
ment into three groups called anterior, 
posterior, and combined, the percentage 
of patients with positive histoplasmin 
skin tests in the posterior group is double 
that of those in the anterior or in the 
combined groups. These figures would 
seem to indicate that if histoplasmosis 
is sometime in the future proved to be 
a cause of granulomatous uveitis, it is 
much more likely to produce a localized 
chorioretinitis than to involve the ante- 
rior segment of the eye primarily or to 
spill over into it secondarily. Krause’s 
case was that of a hemorrhagic retinitis 
and an exudative chorioretinitis. Our 
one case would tend to support this hy- 
pothesis of posterior involvement, as it 
was principally a chorioretinitis, al- 
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though there was slight involvement of 
the anterior segment. 

Because anergy to tuberculin has been 
said to be a diagnostic feature of histo- 
plasmosis, we checked our 35 patients 
with granulomatous uveitis who had a 
positive response to the histoplasmin 
skin test and found that 13, or 37 per 
cent, had an anergy to tuberculin. Eight 
additional patients, 23 per cent, were 
not responsive to tuberculin down 
through the 1:1000 dilution but did re- 
act to stronger solutions, such as 1:100 
or 1:10. Thus we had a total of 21 pa- 
tients, 60 per cent, who did not respond 
to tuberculin unless the strength was in- 
creased to greater than the 1:1000 dilu- 
tion. At first glance our findings would 
seem to confirm the correlation of a posi- 
tive response to histoplasmin with an 
anergy to tuberculin but a check of the 
response on the old tuberculin skin test 
of all those patients negative to histo- 
plasmin failed to reveal any significant 
differences between the two groups. 

In comparing the age at which we ob- 
tained a positive skin test to histoplas- 
min, it aa found that a positive re- 
sponse tended to occur at an earlier 
age in the case of toxoplasmin (table 
V1). Thus in the case of histoplasmin, 


TABLE VI 


NuMBER OF Positive RESULTS OF 
TOXOPLASMIN AND HISTOPLASMIN SKIN 
Tests CLASSIFIED ACCORDING TO THE AGE 

OF THE PATIENT 


POSITIVE 
AGE 
rOXOPLASMIN | HISTOPLASMIN 
16-19 7 | 6 
20-29 14 3 
30-39 16 9 
Subtotal 37 18 
40-49 | 9 11 
50-59 7 5 
60 +- | 4 2 
Subtotal 20 18 
Total | 57 36 
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18 positive cases were seen in pa- 
tients under 40 vears of age, and 
18 positive cases in patients over 40 
years; whereas with toxoplasmin the 
number in the under-40 age group (37) 
was about double that in the after-40 age 
group (20). This difference is statis- 
tically significant according to the chi 
square test (p = < .05). 


Laboratory Tests 


Mazzini test for syphilis. Three of 
100 patients gave a positive response 
for syphilis. 


Brucella agglutination. Seven per 
cent of our patients gave positive test re- 
sults to any dilution but it must be re- 
membered that this test is frequently 
negative in proved cases of brucellosis 
(Alvarez,! Barrett and Rickards*). The 
brucellergin skin test may be a more re- 
liable indication of past or chronic in- 


fection (Woods). 


Sedimentation rate. One of the most 
interesting features of uveitis patients is 
the fact that the sedimentation rate may 
be elevated for no apparent reason. | 
have felt that the presence of an en- 
dogenous uveitis in itself should not be 
capable of elevating the sedimentation 
rate, since quantitatively the inflamma- 
tion is usually no more than that con- 
tained in a pimple, and yet in half of our 
patients the sedimentation rate is elevat- 
ed above normal. To my mind, this 
speaks for the presence of some systemic 
process of which we are not aware. In a 
study of the principal systemic changes 
in patients with iritis and iridocyclitis, 
Zwiauer and his colleagues*? found in- 
creased vascular permeability, an ac- 
celerated sedimentation of the red blood 
cells, and an increase in the serum glob- 
ulins. Recently Bedrossian found the 
sedimentation rate elevated in patients 
with uveitis. It was elevated in a higher 
percentage in those patients with non- 
granulomatous iridocyclitis than in those 
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with granulomatous posterior uveitis. 
The ratio of percentages was 75:13.3 
and it was statistically significant. 


Blood counts. Since we found a rela- 
tive lymphocytosis of 30 per cent or 
above in 53 per cent (51 of 95) of our 
patients with granulomatous uveitis, one 
wonders if a chronic granulomatous sys- 
temic infection, such as tuberculosis or 
toxoplasmosis, which can produce a lym- 
phocytosis might also be the reason for 
the elevated sedimentation rates. Hopes 
for such a correlation are dashed when 
we find that among our 36 patients with 
completely normal blood counts, more 
had an elevated sedimentation rate (56 
per cent) than had a normal one, where- 
as among the 48 patients with granulo- 
matous uveitis and a relative lymphocy- 
tosis, more than half (54 per cent) had 
a normal sedimentation rate. We can 
thus conclude that there is no correlation 
between relative lymphocytosis and ele- 
vated sedimentation rates in our patients. 


An eosinophilia of 5 per cent or above 
was seen in 11.3 per cent of our patients 
with granulomatous uveitis. One of these 
patients had a hookworm and another an 
endamoeba histolytica infestation. Al- 
though an occasional mild eosinophilia 
has been observed in patients with sar- 
coidosis (Woods) and toxoplasmosis, 
we could not correlate our patients with 
eosinophilia with these diagnoses or with 
other factors. A leukocytosis was ob- 
served in only 5 per cent, and a leuko- 
penia in only 3 per cent. 


Urinalysis. We have yet to be helped 
by the results of a urinalysis. 


Sabin-Feldman methylene blue dye 
test. We performed the dye test for sev- 
eral years but did not once obtain a ris- 
ing titer, although we usually performed 
a second and a third test in patients in 
whom the first test was positive. Ryan 
and his co-workers* felt that an absence 
of fluctuation of antibody titer did not 
militate against the diagnosis of toxo- 
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Tasie VII 
RESULTS OF THE SABIN Dye Test 1n GRANULOMATOUS UVEITIS GROUPED BY 
Sire oF INVOLVEMENT, SEX OF PATIENT, AND TITER LEVEL 
SEX TITER TOTAL NO. AND PERCENTAGE 
SITE 
64 | 1:256 | 1:1024, NEGATIVE 
1:4 1:16 1: *25 :1024 % 
M 1 3 1 5 1 
Anterior 3 | 60 
M 1 2 
Posterior ~ > 40 
M l 7 11 2 l 22 6 
Combined - > 17 80 4 
Totals 7 19 22 5 l 54 68 25 


plasmosis. The dye test has been positive 
in a dilution of 1:4 or above in 68 
per cent (54 of 79) of our patients with 
granulomatous uveitis (table VII). The 
toxoplasmin skin test was positive in 58 
per cent (57 of 99) of our patients and 
is much simpler to perform. Thus, the 
skin test missed 10 per cent (68-58 = 
10 per cent) of the cases of granuloma- 
tous uveitis or 14.7 per cent of the po- 
tential cases of toxoplasmosis. As long 
as nonspecific therapy is the treatment 
of choice, an exact diagnosis in most 
cases 1s not only impossible but unneces- 
sary. If a medication as effective for 
toxoplasmosis as isoniazid is effective 
against tuberculosis appears on_ the 
scene, a therapeutic test may be added to 
our diagnostic armamentarium. In the 
meantime it would seem that the toxo- 
plasmin skin test is the most simple and 
practical test at our command. If the 
toxoplasmin skin test* is positive, no 
further test is needed to rule in toxoplas- 
mosis as a potential cause of the uveitis; 
but if the skin test 1s negative, the dye 
test may be used to catch those early 
cases which have not yet developed an 
allergy to toxoplasmin. 


*Toxoplasmin antigen supplied free on request by 
Eli Lilly & Company, Indianapolis, Indiana. 


It would appear that there is no level 
of the dye test which can be considered 
either significant or not significant. Mrs. 
Wilder found parasites resembling Tox- 
oplasma in eyes enucleated because of 
uveitis.°+ When the sera of these patients 
were studied later by the dye test meth- 
od, a positive result was obtained in 
every instance, but only at lower levels. 
Only 3 of the 21 patients had titers of 
1:256 or above; in 10, titers were 1:16 
or below. Thus, if either the skin or dye 
test is positive, toxoplasmosis must be 
considered as one of the possible causes. 
It the dye test 1s negative, one may, for 
practical purposes, rule out toxoplasmo- 
sis, but if the toxoplasmin skin test is 
negative, there is still a 10 to 15 per cent 
chance that the uveitis is due to toxo- 
plasmosis. 


Since both the dye test and the skin 
test have been positive in over half of 
our cases of granulomatous uveitis, we 
have been more helped in the making of 
an etiologic diagnosis when these tests 
have been negative than when they have 
been positive. Unfortunately, we usually 
have sO many positive responses to our 
tests that it is difficult to assess their 
value. 


§20 Bw 


Serum uric acid. Since gout is a sup- 
posed cause of uveitis, we have been 
obtaining uric acid values routinely. In 
our series of patients with granuloma- 
tous uveitis we found that 16.3 per cent 
had a blood uric acid value elevated over 
4 mg. per 100 ml. and serum uric acid 
value of over 5 mg. per 100 ml. A clin- 
ical diagnosis of gout was not made in 
a single case. 


Serum calcium. The serum calcium is 
said to be elevated in sarcoidosis, so we 
have been performing this test routinely 
and have been surprised to find that 16.8 
per cent of our patients had a value 
above 11.5 gm. per 100 ml. Two of these 
were suspected of having sarcoidosis but 
the diagnosis was not proved. 


Serum proteims. The classical re- 
versal of the albumin-globulin ratio is 
rare in my experience. Not one of our 
100 patients with granulomatous uveitis 
had such a reversal and only 3 per cent 
had a hyperglobulinemia (an increase of 
the globulin fraction above 3.0 gm. per 
100 ml.) ; in none of them was a diagno- 
sis of sarcoid established. In contrast, in 
5 per cent of these patients the serum 
globulins were below 1.5 gm. per ml. 
(hypoglobulinemia ). 


Complement-fixation test for lepto- 
spirosis. Sixty-four of our patients were 
tested with no definitely positive results. 
Capillary agglutination tests were done 
on some of these patients; 3 gave posi- 
tive results but the interpretation of 
these is uncertain. 


Roentgenograms. We have ceased tak- 
ing a large number of roentgenograms, 
including sinuses, skull, hands and feet, 
long bones and pelvis. In one series of 
100 consecutive cases we failed to find a 
single case in which these studies were 
of any additional help to us. At the pres- 
ent time we take only a chest roentgeno- 
gram unless there are indications for 
roentgenographic study of other areas 
of the body. In requesting the chest 
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roentgenogram we ask the roentgenolo- 
gist to indicate what type of old gran- 
ulomatous disease may be present. A 
survey film of the pelvis may prove of 
value for the detection of minimal spon- 
dylitis. 


Consultations. At one time we asked 
for consultations with other specialists 
aS a routine measure but have ceased 
this practice. Except for the help of a 
psychiatrist in a research project, there 
have been only rare instances in which a 
consultant was of any value. None of 
these instances fell in the 100 cases un- 
der consideration in this report. 


Therapeutic tests. We have found two 
therapeutic tests to be of striking diag- 
nostic value (table VIII). These two 
are the isoniazid therapeutic test for tu- 
berculosis and the penicillin therapeutic 
test for syphilis. Of course, if no im- 
provement is obtained with the use of 
isoniazid for tuberculosis or penicillin 
for syphilis these diseases are not ab- 
solutely ruled out. On the other hand, 
we see such dramatic improvement at 
times that it cannot help but point the 
way toward the correct diagnosis. In the 
case of isoniazid we have noticed a defi- 
nite improvement of a dramatic charac- 
ter after one or two weeks of treatment. 


VIII 


THe Use or THERAPEUTIC TESTS AS 
DiaGNnostic MEASURES IN SELECTED CASES 
oF 100 PATIENTS WITH GRANULOMATOUS 


Uveitis 
NO. OF NO. OF 
TEST PATIENTS RESULTS 
TESTED POSITIVE 
Isoniazid 
for 55 10 
Tuberculosis 
Penicillin 
for 3 2 
Syphilis 
Daraprim and 
Triple Sulfa 
for 13 0 
Toxoplasmosis 
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\We have not considered an isoniazid test 
positive unless there was a clear-cut 
change for the better during this one-to- 
two-week period. Unfortunately it is 
necessary before one begins a_thera- 
peutic test to observe the patient for a 
period long enough to be fully aware of 
the natural course of his uveitis. While 
we are doing this the patient may get 
well and we have lost our chance to treat 
him. 


The Indiana University Medical Cen- 
ter was one of the first clinics to use 
Daraprim, since Dr. Summers of the 
Department of Microbiology the 
second individual to report on its use in 
animals. In three vears of using triple 
sulfa combined with Daraprim in doses 
of 25 mg. or more a day, | did not note 
a single instance of improvement which 
was dramatic enough to be considered a 
positive therapeutic test. In fact, one 
patient considered by us to have toxo- 
plasmosis had a relapse while on Dara- 
Recentiy Perkins and his col- 
leagues from the Institute of Ophthal- 
mology in London have given statistical 
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evidence that Daraprim in doses of one 
tablet a day does have some value in tox- 
oplasmic uveitis.*! I still occasionally use 
Daraprim along with triple sulfa if I 
feel that the diagnosis of toxoplasmosis 
is likely, and if the patient is not pro- 
gressing satisfactorily ; but a number of 
cases of toxic depression of the bone 
marrow from Daraprim makes me hesi- 
tant to employ it as a routine measure. | 
would agree with Leopold :'8 


The potential toxicity of the type of ther- 
apy, the present uncertainty of its value, and 
the difficulty of establishing the diagnosis of 
toxoplasma uveitis make it advisable for the 
present that most ophthalmologists should not 
try Daraprim as a therapeutic test. 


The etiologic diagnosis. Most ophthal- 
mologists are interested in how often a 
certain person or clinic can make an 
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etiologic diagnosis of their cases of 
uveitis. The diagnoses made will depend 
not so much on the kind of cases one 
has as upon the diagnostic acumen, the 
battery of tests, the opinions as to the 
relative importance of various etiologic 
factors, and the rigidity of criteria for 
the making of a diagnosis. For example, 
the 100 cases in table IX could have been 
given a diagnosis in every instance, since 
positive tests were obtained on every 
patient, but perhaps none of them should 
have been given a diagnosis since the 
etiologic diagnosis was not proved in a 
single case. There was good evidence 
for the making of a probable diagnosis 
in only 17 per cent of our cases. By good 
evidence we mean a flare-up in the eye 
from a skin test, a dramatic response to 
isoniazid or penicillin, a drastic worsen- 
ing upon discontinuance of corticoster- 
oids, or a classical clinical picture such 
as is seen in sympathetic ophthalmia and 
heterochromic cyclitis. From the expe- 
rience of the past we may safely predict 
that new etiologic agents will be discov- 
ered and some of our presently cherished 
causes of uveitis will fall into disrepute, 
Recapitulations such as we have in table 
LX are of little value except as a matter 
of historic interest to mark how the pen- 
dulum of diagnosis swings from period 
to period. 


SUM MARY 
1. Granulomatous uveitis typically 
involves the posterior segment of the 
eye. Only 18 per cent of our cases in- 
volved the anterior segment alone. 


2. An ocular flare-up was observed 
in 4 per cent of skin tests with old tu- 
berculin and in 1 per cent of skin tests 
with histoplasmin, but in none with tox- 
oplasmin or brucellergin. 


3. There was a positive correlation 
between a positive skin test to histoplas- 
min and involvement of the posterior 
segment of the eye. 
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TABLE LX 


Ettotocic CLASSIFICATION OF 100 Consecutive CAses oF GRANULOMATOUS UVEITIS 
Listep AccorDING TO CERTAINTY OF DIAGNOSIS 


NUMBER OF CASES 
DIAGNOSIS 7 TOTAL 
POSSIBLE PROBABLE PROVED 
Toxoplasmosis 39 0 0 
Tuberculosis 10 11 0 21 
Heterochromic 

Cyclitis l 2 0 3 
Brucellosis l 0 0 l 
Syphilis roe 1 2 0 3 
Histoplasmosis 0 l 0 l 
Sympathetic 

Ophthalmia 0 l 0 l 
Sarcoid 2 0 0 

Total | 55 17 0 100 


4. The toxoplasmin skin test becomes 
positive earlier in life than the histo- 
plasmin skin test. 


5. The sedimentation rate was elevat- 
ed in one half of the cases of granulo- 
matous uveitis but the reason was unde- 
termined. 


6. The toxoplasmosis dye test was 
positive in 68 per cent and the toxo- 
plasmin skin test positive in 58 per cent. 
The skin test is the most practical test 
available, although if it is negative and 
if toxoplasmosis is still suspected, the 
dye test should be done. 


7. Routine roentgenograms are of lit- 
tle value, although chest roentgenograms 
may give a clue as to the presence of 


previous granulomatous diseases such as 


histoplasmosis or tuberculosis. 


8. Blood or serum uric acid values 
were elevated in 16.3 per cent of our 
cases and the serum calcium elevated in 
16.8 per cent, but the significance of 
these elevations was not apparent. 


9. Reversal of the albumin-globulin 
ratio was not observed. Only 3 per cent 
had hyperglobulinemia (an increase of 
the globulin fraction above 3.0 gm. per 
100 ml.) whereas 5 per cent had hypo- 
globulinemia (a value below 1.5 gm. 
per ml.). 


10. None of 64 patients tested for 
leptospirosis gave definitely positive re- 
sults. 


11. In the treatment of toxoplasmo- 
sis, Daraprim has not proved of value 
in our hands and frequently has pro- 
duced a toxic depression of the bone 
marrow. 


12. The penicillin therapeutic test for 
syphilis and especially the isoniazid ther- 
apeutic test for tuberculosis are of defi- 
nite diagnostic value but should not be 
given indiscriminately or routinely. The 
isoniazid therapeutic test for tuberculo- 
sis is considered positive if there is a 
dramatic improvement after one or two 
weeks. 
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DISCUSSION 


Frank W. NeEwe Lt, M.D., Chicago: Granu- 
lomatous uveitis, by definition [Woods, A. C.: 
Concilium Ophthalmologicum, Acta 1954, vol. 
2, p. 1196] results from actual invasion of the 
uveal tract by living organisms and is char- 
acterized by tissue necrosis, chronicity and a 
progressive course. There are a few special 
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conditions of specific hypersensitivity and dos- 
age in which injection of dead tubercle bacilli 
or certain inert organic substances will also 
produce a granulomatous inflammation, but 
there are exceptional instances. Nongranulom- 
atous uveitis, classified by Ashton? as pri- 
marily allergic, is caused by toxic, physical or 
allergic agents and is characterized by non- 
proliferation of bacteria in the ocular tissues. 


Thus, an investigation of the cause of gran- 
ulomatous uveitis is basically a study to de- 
termine the presence of nonpyogenic infec- 
tive disease. In this interesting paper Dr. 
Schlaegel has shown what results may be ex- 
pected by an intensive study of patients with 
granulomatous uveitis. Because of the imitial 
selection of the group, those diseases such as 
herpes zoster, sympathetic ophthalmia and the 
like, in which the etiologic factor is more ob- 
vious, have been excluded. 


Table I shows the methods available for 
diagnosis of the etiologic factor. Demonstra- 
tion of the causative organism in the tissue 
is seldom possible without destroying the eye. 
Studies to prove that the organism thus found 
is the causative agent are extremely uncom- 
mon. Production of a focal reaction may be 
an unusually good method of diagnosing the 
cause of uveitis. For the most part the dos- 
age levels of skin tests have been adjusted so 
as to preclude such a reaction, but it is re- 
assuring to learn that it is harmless. It would 
seem to be a tertile field for further investi- 
gation. 


The number of diseases that respond to 
specific medication is disappointingly small. 
The failure of Daraprim to be effective in this 
series reflects the difficulty in learning wheth- 
er toxoplasmosis is responsible for the ocular 
inflammation. Perkins and his co-workers?! 
at the Institute of Ophthalmology, London, 
found that the administration of Daraprim to 
101 patients with a toxoplasmosis dye test titer 
of 1 to 4 or over resulted in improvement in 76 
per cent, while in a negative dye test control 
group receiving either Daraprim or an inert 
substance, only 56 per cent improved. It is 
thus evident that the individual response to 
Daraprim is so erratic that it is of no value 
as a therapeutic test. However, statistical 
Studies of large groups receiving the drug 
show that it is possibly of some value. 


Dr. Schlaegel’s therapeutic test with isonia- 
zid is a real contribution, although there are 
some who believe that better results will be 
obtained if it is combined with para-amino- 
Salicylic acid. It must be emphasized that if 
improvement occurs, therapy cannot be dis- 
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continued for at least six months because of 
the danger that premature cessation of treat- 
ment may cause the development of resistant 
tubercle bacilli. Conversely, improvement dur- 
ing the course of therapy does not prove that 
the disease is due to the tubercle bacillus. 


| believe that after careful study of a patient 
with granulomatous uveitis, if it seems likely 
that the inflammation is caused by either tu- 
berculosis, syphilis, or toxoplasmosis, a ther- 
apeutic trial with specific medication is fully 
justified. It must be emphasized that Daraprim 
causes depression of the bone marrow; if 
the drug is used, the blood picture must be 
watched carefully. 

The elimination of all likely causes but 
one, of course, indicates only that this is the 
most likely cause; depending upon the criteria, 
one may diagnose either none or 100 per cent 
of all cases. Sometimes following a _ report 
such as this there are a few who feel that an 
academic problem has been presented—a more 
or less definite diagnosis was made in only 17 
per cent of the cases and specific therapy was 
not possible in all of these patients. There 
is, | believe, no justification for this attitude: 


if only one patient of a hundred has been 
saved from blindness by the study then the 
detailed investigation of the group is worth- 
while. 

Dr. SCHLAEGEL: I want to thank Dr. New- 
ell for his kind remarks. I hope that further 
experience will either confirm or disprove our 
concept that the isoniazid therapeutic test 1s 
positive when there is a dramatic improvement 
in the uveitis in this one-to-two-week period. 
At the present time, if the patient improves 
dramatically in one, two or three days, we 
consider this a negative response, since it 
didn’t fall into the one-to-two week period. If 
this one-to-two-week period can be shown to 
be valid, it will make the therapeutic test of 
more diagnostic importance because it makes 
it more clearcut. 

We ordinarily use streptomycin along with 
isoniazid in performing the test. From the 
therapeutic standpoint it is better to use 
isoniazid, streptomycin and PAS combined. 
From a diagnostic standpoint it might be bet- 
ter to use isoniazid alone, because there would 
then be less chance for a false positive re- 
sponse. 
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Many ophthalmologists find it diff- 
cult to make definitive diagnoses of al- 
lergic diseases of the eye. I shall attempt 
to summarize the recent knowledge of 
allergy and apply this knowledge to re- 


actions occurring in the eye. 


There are two types of. allergy: 
(1) the immediate reaction and (2) de- 
layed hypersensitivity. These are some- 
times called the anaphylactic state and 
bacterial hypersensitivities respectively. 
In order to present the salient features 
of each type I would like to present the 
following outline: 


I. Anaphylactic State 
General 
1. Immediate reaction to antigen 
2. Antigen must be soluble protein or 
nonprotein with adjuvant 
3. Development of circulating antibodies 
which persists for months 
Passive tranfer possible 
Increased capillary permeability 
Histamine important in reaction 
Clinical antigens include serum and 
other proteins, danders, pollens, dusts, 
foods and some bacterial toxins 
8. Clinical reactions are chiefly edema, 
asthma, hay fever, hives and drug 
sensitivity 
Local 


Arthus phenomenon 


1. Immediate reaction to antigen 

2. Antigen soluble or combined with 
adjuvant 

3. Development of circulating antibodies 
which persists for months 

4. Thrombosis of blood vessels produces 
necrosis, possibly arterial 
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5. Passive transfer possible 

6. Histamine important 

7. Necrosis at site of injection impor- 
tant, similar to white infarct 

8 Immune sera will not prevent the 


reaction 


Shwartzman phenomenon 


1. Immediate reaction 

2. Antigen should be soluble bacterial 
filtrate 

3. Local antibodies formed but do not 

accumulate 

No passive transfer 

Hemorrhagic necrosis 

Vascular necrosis or red infarct 

Immune sera will prevent the reaction 


ND 


II. Bacterial hypersensitivity 
General (systemic reaction) 

1. Delayed reaction to antigen (24 to 
48 hours) 

2. Antigen produces an infection and is 
present in large quantities 

3. Circulating antibodies absent in serum 
but are fixed in cells (cells may circu- 
late as white cells) 

4. Passive transfer with sera not possi- 
ble (may be possible with leukocytes 
in circulating blood) 

5. Reaction causes direct necrosis of 


fixed cells 

6. Clinical antigens include microor- 
ganisms, viruses, fungi and some 
chemicals 

7. Clinical reaction similar to severe 


generalized necrosis of organs 
8. Fever, malaise, profound intoxication 
and death may occur 


Local 
Direct contact 


Delayed reaction to antigen 

Antigen applied to sensitized area 

No circulating antibodies 

No passive transfer of allergy 

: Reaction causes edema, erythema and 
local slough 

6. Clinical antigens include nearly all 
contact substances 

7. The cells are actually killed 

8. Adjacent tissue reaction violent 
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Focal reaction 
1. Delayed reaction 


2. Antigen brought to local site through 
blood stream 


3. No circulating antibodies 

4. No passive transfer 

5. Severe local reaction, 
edema and local necrosis 


6. Clinical antigens include most micro- 
organisms 


7. Sensitized cells are severely damaged 
& Adjacent tissue reaction severe 


hemorrhagic 


IMMUNITY 
Immunity denotes a state of protec- 
tion against infection. It may be either 
native or acquired. 


ALLERGIC REACTIONS OF THE EYE 
l. Lids 


Anaphylactic state. This is the most 
common type of ocular allergy. The re- 
sponse in the lids consists almost en- 
tirely of edema. Itching is a prominent 
symptom. Classically there is sudden on- 
set of edema following exposure to an 
air-borne pollen. It is sometimes con- 
current with hay fever or an asthmatic 
attack. The conjunctiva may be involved. 
As a rule eosinophils are abundant in the 
conjunctival secretion. The response to 
vasoconstrictors is usually prompt. Lid 
sensitivities occur concurrently with 
generalized allergic states, but there is 
also a local type in which the reaction is 
principally edema. The antigen in these 
local reactions may be a chemical sub- 
stance. Atopic edema of the lids is simi- 
lar except that there is a family history 
of allergy. 


Eeczematoid inflammation of the lids 
may be either a dry eczema with marked 
edema, in which case it is like the Arthus 
phenomenon, or it may be moist and 
hemorrhagic with severe edema like the 
Shwartzman phenomenon. A typical ex- 
ample of the former follows the repeat- 
ed application of eye lures. The Shwartz- 
man phenomenon is best exemplified by 
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the severe local ocular reaction follow- 
ing a single injection of penicillin. 


The bacterial hypersensitivities are 
rarely associated with edema. While 
these may be either acute or chronic, 
eczema is the outstanding finding. The 
most important antigens are micro- 
organisms, chiefly the staphylococcus. 
The reaction is delayed and does not 
reach the height of severity for several 
days. It is usually not affected by any of 
the vasoconstrictors and can be differen- 
tiated by the absence of edema. Secre- 
tions rarely contain eosinophils in de- 
layed bacterial hypersensitivity. A pic- 
ture similar to the bacterial hypersensi- 
tivities may be produced by contact al- 
lergies, as has been pointed out by Theo- 
dore.2 These contact allergens consist 
of cosmetics, chemicals, and wearing 
apparel. The reaction to these contac- 
tants may be delayed and eczematoid in 
type, but the secretion usually contains 
eosinophils. 


2. Conjunctiva 

1. Acute allergic conjunctivitis 
2. Acute dermatoconjunctivitis 
3 


Chronic allergic conjunctivitis 
a. Atopic 
b. Bacterial 


4. Vernal conjunctivitis 
a. Atopic 
b. Acquired 


Acute allergic conjunctivitis may be 
an atopic conjunctivitis with a family 
history of allergy. It is generally pro- 
duced by inhalants, such as pollens, dust, 
danders, feathers or food. There is an 
immediate allergic response to the sub- 
stance. The major characteristic finding 
in the conjunctiva is chemosis. 

Acute dermatoconjunctivitis may be 
either immediate or delayed. The clin- 
ical characteristics may be described as 
either a dry or weeping eczema of the 
lids and a papillary hypertrophy of the 
conjunctiva. The conjunctivitis is usual- 
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ly very severe and some corneal changes 
may also be evidenced. The typical ex- 
ample is a dryness of the lids with a 
wrinkling edema of the upper lid. There 
is a watery mucopurulent discharge 
from the conjunctival sac which pro- 
duces an excoriation of the skin at the 
lateral and medial canthus. The allergen 
may be nail polish, hair dye or shampoo, 
although many local eye drops may pro- 
duce a similar picture. Of sixty-three 
patients with contact dermatitis of the 
lids, 85 per cent were women and only 
15 per cent were men. Cosmetics played 
a major role in the series and cream- 
based shampoos were most frequently 
the offenders. It is not the intent of this 
paper to discuss the eczematoid derma- 
toconjunctivitis produced by the staphy- 
lococcus. It should be emphasized that 
allergy, both that of a bacterial nature 
and that due to contact with the staphy- 
lococcus and its products, plays an im- 
portant role in the clinical picture of the 
disease. The Staphylococcus albus has 
been used to produce Shwartzman’s phe- 
nomenon. The exotoxin has a direct ef- 
fect and is frequently antigenic. 


Chronic allergic conjunctivitis occurs 
in two forms: (1) the atopic type in 
which there is an immediate allergic re- 
sponse, and (2) the bacterial type. In 
the latter group the allergic response is 
delayed and is produced by bacteria, 
fungi and possibly viruses. 


Hogan> described five cases of atopic 
eczema with bilateral keratoconjunctivi- 
tis. Since the changes in the cornea, con- 
junctiva and skin are so typical, he feels 
that the entity deserves the specific title 
of atopic keratoconjunctivitis. The pa- 
tient with an atopic allergy, according to 
Coca and Sulzberger,? has a hereditary 
allergy ; Hogan believes that the patient 
becomes sensitized during infancy. The 
conjunctival response to the atopens is 
immediate. Hogan says the atopens are 
numerous ; almost any substance may be 
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so classified. Theodore thinks that in- 
halants, pollens, danders, dusts, feathers 
and food are important. In my personal 
experience, foods have been the most 
important atopens. All patients have se- 
vere skin involvement, chiefly of the 
face, during some phase of the distress. 
One of the characteristic findings of the 
disease is the daily variability of the 
clinical findings. Hogan feels that the 
keratitis is typical and diagnostic. Sec- 
ondary infection with staphylococci is 
common. 


Theodore states that although in most 
instances ocular drug intolerances are 
due to drug allergy, enough cases of 
drug irritation occur to make it an im- 
portant factor. Some drugs, especially 
the alkaloids, may not in themselves be 
irritants, but they may deteriorate in so- 
lution to form degenerative products 
which may be irritative. The preparation 
of the buffer for the drugs should be 
carefully compounded to prevent these 
by-products from forming. Theodore 
feels that it is important to differentiate 
between drug allergies and drug irrita- 
tions. 


Drug irritation may produce eosino- 
phils in the conjunctival secretion. Se- 
vere chemical and vegetable irritants 
produce eosinophilia and one should be 
on the lookout for conjunctivitis from 
insect powder, lime and other substances. 
An eosinophilia may also indicate a 
self-induced conjunctivitis. Theodore 
feels, however, that most of these irri- 
tant types produce clinical pictures and 
are rarely confusing. 


The conjunctiva is nearly always in- 
volved to a greater or less extent in all 
cases of general seasonal allergy. The 
weeping, burning, itching of the eves of 
the hay-fever sufferer is well known. 
These patients have so many other 
symptoms that the eyes may be disre- 
garded. Nearly all the mucous membrane 
surfaces are involved. There are eosino- 
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phils in the ropy secretion. A similar pic- 
ture may occur in food allergies, such as 
those due to eggs, milk or wheat, but 
the ocular allergy may be mild. 


Air-borne conjunctivitis occurs either 
as a local irritation or as an allergic re- 
action. Many of the local irritants, such 
as lime, dusting powders, tree sprays 
and other substances, may be mistaken 
for true allergens. These local irritants 
produce edema of the conjunctiva with 
stringy secretion. Clinically the differen- 
tial diagnosis between the local allergy 
and local irritation 1s not always easy. 
There are, in my opinion, several points 
of difference. 


Local Irritation 

lyperemic 
conjunctiva 

Follicles on tarsus 


Local Allergy 
Pale conjunctiva 


Smooth surface or 
slight papillary 
hypertrophy 

Itching, severe 

Seasonal 


Itching, mild 
Follows exposure 


Drug irritation may be present for 
long periods, producing a severe follicu- 
lar conjunctivitis. If the irritation is con- 
tinued, the conjunctiva is replaced by a 
stratified squamous epithelium, begin- 
ning near the lower puncta and extend- 
ing laterally. 


[rritants may also act as antigens. The 
contact allergy is usually a severe bleph- 
aroconjunctivitis similar to the typical 
Arthus phenomenon with areas of ne- 
and severe hyperemia. While 
some of these reactions are immediate, 
the majority of the irritants produce a 
delaved reaction similar to bacterial hy- 
persensitivity. | have recently seen sev- 
eral patients who have become sensitive 
to tetracaine hydrochloride. One of these 
glaucoma patients developed a delayed 
reaction in forty-eight hours. The re- 
sponse began with edema and later be- 
came eczematoid in character. It sub- 
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sided spontaneously in six days. The de- 
layed response can be reproduced at 
will; however, each time tetracaine has 
been used, either inadvertently or experi- 
mentally, the time between instillation 
and the allergic reaction has become 
shorter. A milder reaction occurs with 
phenacaine hydrochloride and dibucaine 
hydrochloride. 


Focal reaction occurs in the conjunc- 
tiva and usually develops immediately 
or within a few hours. The chemosis fol- 
lowing a blood transfusion was the first 
one | have encountered. Although the 
blood used in the transfusion was of the 
same type as the patient’s and seemed en- 
tirely compatible, chemosis and edema of 
the face developed during the course of 
the transfusion. Blood serum contains 
many factors which may be antigenic. 
My assumption is that the gamma globu- 
lin fraction of the serum which contains 
the antibodies may be responsible. The 
ocular reaction to intramuscular penicil- 
lin is also an excellent example of focal 
allergy. Many of these focal reactions 
are similar to the Shwartzman phenom- 
enon. 


Vernal conjunctivitis is not a typical 
allergic disease. Most ophthalmologists 
hold that it should be placed in this 
classification. I do not need to describe 
in detail the cobblestone appearance pro- 
duced by the swollen papillae on the tar- 
sus of the upper lid. Although many au- 
thors call the nodules on the tarsus fol- 
licles, histologically and clinically they 
have been proved to be edematous pa- 
pillae during the active phase of the dis- 
ease. 


The etiology of vernal conjunctivitis 
has been discussed second only to the 
treatment in the world literature. Early 
it was felt that climatic and physical fac- 
tors were most important. There is no 
doubt that vernal catarrh is most fre- 
quent in the warm climates. 
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Etiology of vernal conjunctivitis : 


1. Climatic and physical factors 
a. Most frequent in hot humid areas 
b. Ultraviolet and infrared irradia- 
tion 
c. Combined with porphyrins 


to 


. Microorganisms 
a. Blastomycetes 
b. C. xerosis 
c. Staphylococcus 
d. Syphilis 
e. Tuberculosis 
3. Allergy factors 
a. High family history of other al- 
lergies 
b. Seasonal incidence 
c. Effect of changes in environment 
on course of disease 
d. Itching 
e. Eosinophilia 
4. Endocrine theories 
a. Incidence highest in boys just be- 
fore puberty 
(Beigelmann quotes 77 per cent 
in boys) 
b. Unstable autonomic nervous sys- 
tem 
Recovery with passage of time 
Effect of ACTH and cortisone 
may indicate an adrenal insuff- 
ciency 


From the viewpoint of etiology, there 
is little doubt at the present time that 
vernal conjunctivitis is linked closely to 
the hypersensitivity diseases. 


Clinically I recognize two types of 
vernal conjunctivitis: the atopic, which 
recurs in the young individual with other 
allergies, and the acquired type. The lat- 
ter type may develop at any age but oc- 
curs most frequently about puberty in 
boys, and in girls who are just out of 
their teens. 


CORNEA 

The clinical allergies of the cornea are 
so complex that it would be impossible 
to cover each detail in a paper such as 
this. 

I recognize three basic types: 

1. Corneal edema with or without 

deep vascularization 
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2. Phlyctenular keratoconjunctivitis 
3. Marginal infiltrates and ulcers 


During the past few years | have seen 


‘several cases of sudden edema of the 


cornea associated with an allergic rhin- 
itis. One of these patients had an asth- 
matic attack and she also had a severe 
allergic conjunctivitis. The attack oc- 
curred while she was working in the 
garden, but I was never able to name a 
single allergen, although I suspected a 
dusting powder. After repeated attacks 
she developed deep vascularization. Each 
time the corneal edema develops, the su- 
perficial epithelium sloughs and the cor- 
nea is clear within twenty-four to forty- 
eight hours without treatment except 
hospitalization. I call this acute allergic 
keratitis. There may or may not be a 
family history of allergy. The reaction 
is immediate and the edema will disap- 
pear rapidly if the allergen is removed. 


There is, no doubt, a delayed form 
of corneal edema, but this is usually as- 
sociated with vascularization and infil- 
tration of the cornea. These may either 
be contact keratitis or bacterial. One well 
documented case reported by O’Brien 
and Allen® was that of a young man who 
had a local allergy to orange peelings. 
The allergic manifestation in this case 
most nearly paralleled the characteristics 
of the Arthus phenomenon. Repeated 
contact of the allergen to one eye pro- 
duced a local necrosis with edema of the 
cornea. I have seen similar cases of kera- 
titis in which the sensitizing agent was 
either lash lure, shampoo or washing 
powder. 


The focal corneal allergic reaction 
may be illustrated by the Herxheimer 
reaction during the course of treatment 
of syphilis.’ I have seen the sudden on- 
set of interstitial keratitis with edema 
after a single injection of Salvarsan. 


Chronic keratitis may be due either 
to an atopic or a bacterial hypersensi- 
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tivity. The atopic type was recently re- 
viewed by Hogan.° The immediate re- 
action to the atopens is edema of the 
cornea; epithelial changes vary from 
time to time but produce a typical change 
in the cornea. Hogan says: 


The keratitis may appear with, or follow, 
repeated exacerbations of the conjunctivitis. 
... The corneal stroma in the region of Bow- 
man’¢ membrane becomes hazy and the bul- 
bar conjunctival vessels engorged. After a 
variable interval the opacity spreads farther 
into the cornea and vascularization occurs 
from the limbus. The epithelium over the area 
of keratitis is slightly edematous and shows 
minute points of staining with fluorescein. 


He also shows a gerontoxon-like le- 
sion in the cornea which consists of a 
hazy area near Bowman’s membrane. 
The atopic keratitis may cause marginal 
infiltrates to develop, according to Ho- 
gan, but these are easily differentiated 
from the primary keratitis. 


Phlyctenular keratoconjunctivitis is 
the most typical bacterial allergic kera- 
titis. Thygeson’s beautifully written pa- 
per® illustrated from his wide experience 
quite definitely has shown that this dis- 
ease is probably due to a sensitivity to 
the tubercle bacillus or its products. 
Woods! presents a concise clinical pic- 
ture: 


The onset is usually acute, small millet- 
seed nodules forming on the cornea and oc- 
casionally on the adjacent conjunctiva, usually 
at or near the limbus, the phlyctenules being 
surrounded by a zone of local inflammation. A 
grayish crater soon forms at the apex, ab- 
sorption is rapid, and the small ulcer so 
formed epithelizes over rapidly, usually leav- 
ing little trace. They frequently occur in small 
showers, and recurrences are common. 


Bocci'! was able to sensitize the eye 
with an ointment containing tuberculins 
and killed tubercle bacilli and then give 
an intravenous injection of killed bacil- 
li, this producing a conjunctival hyper- 
emia delayed reaction by forty-eight 
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hours. He presumed the reaction to be 
a pure local allergy. Although the occur- 
rence of pulmonary lesions after phlyc- 
tenular keratitis is not too frequent, 
Widmer!® has reported cases in which 
pulmonary lesions developed. 


Stankiewicz’ states that there are fre- 
quent signs of inactive pulmonary le- 
sions or active extrapulmonary lesions 
in scrofulous children; 95 per cent of 
seventy-four children had positive skin 
tests. 


Other Manifestations of the Cornea 


Hypersensitivities to viruses. Herpes 
simplex keratitis is an infectious disease 
of the epithelium of the cornea. After a 
period of time, the corneal stroma be- 
comes swollen and edematous. This un- 
doubtedly represents the hypersensitive 
phase of the reaction to the virus. I feel 
that the development of the disciform 
keratitis which follow herpes infection 
is a manifestation of hypersensitivity. 
There is a high titer of neutralizing anti- 
bodies and compliment fixing substances 
circulating in the blood. I feel that the 
compliment fixing substances play some 
part in immunity but that the neutraliz- 
ing antibodies have little or no role in 
preventing the infection. Either the neu- 
tralizing antibodies or an unknown lo- 
cal antibody produces the hypersensi- 
tivity. Since the response to the herpes 
infection is primarily one of edema, it 
may represent a local manifestation of 
anaphylactic state. In this instance the 
neutralizing antibodies are responsible 
for the corneal reaction. I have not been 
able to prove this completely, but some 
serum herpes mixtures when injected 
into mice cause immediate anaphylactic 
death. 


MARGINAL INFILTRATES AND ULCERS 


Woods!! says: 


These begin as small infiltrates, near the 
limbus. They rapidly break down and form 
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small pinhead ulcers, often in a_ crescent 
around the limbus. There is associated hy- 
peremia. The tendency is to rapid healing 
without deep penetration. Itching and irrita- 
tion are marked. Recurrences are common. 
They occur frequently in elderly people and 
may follow a catarrhal conjunctivitis. Low- 
grade foci of infection, in the sinuses, tonsils, 
and so forth, are frequently found. 


The evidence that these ulcers are allergic 
is largely circumstantial and not altogether 
conclusive. . . . The patients usually show 
evidence of bacterial hypersensitivity and the 
presence of remote foci of infection. A con- 
comitant or preceding low-grade conjunctivitis 
is the rule oftener than not. The fact that they 
occur characteristically near the limbus has 
given rise to the supposition that the intoxi- 
cating bacterial allergens may reach the sensi- 
tized corneal epithelium at the limbus from 
the adjacent vascular bed. 


Marginal ulcers and infiltrates play 
an important role in staphylococcal con- 
junctivitis. The weight of evidence 
would indicate that these are reactions 
similar to the Arthus phenomenon. 


Many ophthalmoiogists have had pa- 
tients who complain of the lenses in 
their glasses. These patients evidence 
an itching, burning and pale conjunc- 
tivitis. After an exhaustive survey of the 
entire allergic history has been made and 
nothing positive is found, he carefully re- 
fracts the eyes of the patient. New glasses 
are prescribed and the allergic conjuncti- 
vitis disappears. On questioning the pa- 
tient we are told that the old glasses were 
never satisfactory because he got them 
after a quick examination from an im- 
personable ophthalmologist. While the 
psychogenic approach to the allergy 
problem has been the subject of a great 
deal of medical and lay comment it has 
not been accepted by the medical pro- 
fession as a whole. 


TREATMENT 


The most important single factor in 
the treatment of all allergic diseases is 
a careful history. Many ophthalmolo- 
gists do not discipline themselves to lis- 
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ten to the patient. The ophthalmologist 
must make an accurate clinical and lab- 
oratory diagnosis. If one proceeds to 
classify in an orderly manner and to 
question the patient carefully, the spe- 
cific sensitizing substance may be dis- 
covered. While the most effective thera- 
peutic measure is either remove the 
cause—the allergen—or remove the pa- 
tient from the offending agent. While 
volumes have been written on specific 
desensitization, very little has been 
gained. Hansel* has published an excel- 
lent monograph on high dilution desen- 
sitization and in the cases of pollens, 
house dust and most inhalants his re- 
sults are excellent. Staphylococcal toxoid 
and antitoxins have been widely used as 
nonspecific desensitizing agents. | have 
been favorably impressed with nonspe- 
cific desensitization with staphylococcal 
toxoid and house dust. Recently I have 
treated two cases of vernal conjunctivi- 
tis with mixtures of commercial house 
dust with gratifying results. 


DRUG THERAPY 

Antihistaminics. I have not been fa- 
vorably impressed with any of the antt- 
histaminics in most of the ocular aller- 
gies. There is no question of their value 
in some of the seasonal inhalant types 
of allergic conjunctivitis. Although 
many of the antihistaminics have been 
widely used, both by mouth and locally, 
and excellent results are claimed, my re- 
sults have not been so encouraging. 
Since there are many new _ antihista- 
minics being placed on the market, | 
continue to try each new product. 


Cortisone and ACTH. The favorable 
results obtained by use of either corti- 
sone or ACTH certainly justify their 
presence in our armamentarium. At the 
present time I feel that cortisone blocks 
the inflammatory reaction whether it is 
applied locally or given systemically. 
There are no clinical or experimental 
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data to show that they have any effect on 
the allergic state. Metacortisone has been 
more effective, in my hands, than any 
of the other agents. 


The vasoconstrictors, epinephrine, pri- 
vine, ephedrine and Neo-Synephrine 


Hydrochloride may still be used to al- 
leviate the acute symptoms. Since many 


of the allergic diseases may result from 
multiple allergic reactions, nonspecific 
therapy combined with cortisone or hy- 
drocortisone may be helpful. One should 
be extremely cautious in treating all al- 
lergic disease so as not to induce a new 
allergy. 
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DISCUSSION 
A. D. RuepeMANnN, M.D., Detroit: This 


very comprehensive and instructive paper by 
Dr. Braley should be read by everyone when 
it is printed in the TRANSACTIONS. He has de- 
scribed all the allergic phenomena that you 
will usually see around the eye, and with his 
wide knowledge in general medicine and in 
ophthalmology, he has given us a complete 
portrayal of the incidence and tissue response. 


One must be aware of the purely local na- 
ture of this disease. It may be spotlike, and we 
should say, “You have isolated areas of re- 
sponse.” For example, | have one patient 
in whom the lower punctum has become in- 
volved and the atresia of the punctum and the 
lower canal 1s such that she has an epiphora, 
an unpleasant type of epiphora. 


Under the bulbar conjunctiva, the limbal 
group, as shown by Dr. Braley, frequently 
occurs in youngsters who are being sham- 
pooed by their mothers with one of the new 
detergents. Especially when a_ blonde-haired 
baby comes in, you can rest assured that she 
has been exposed or subjected to a_ hair 
shampoo. 


This brings up an important point: that the 
recurring pterygium is usually due to some 
atopic allergen. Many patients have been oper- 
ated upon a second time because the etiologic 
agent was not removed the first time. 


Among the corneal changes which Dr. Bra- 
ley has described should be mentioned kerato- 
conus. | described my first case of keratoconus 
in 1933, and | have been interested in these 
cases since that time. We have added at least 
a dozen new cases to this group, and I believe 
they are well established, because they have 
been studied from other points of view. You 
can defer corneal transplants and these in- 
dividuals can wear their contact lenses over 
long periods of time without discomfort or 
ulceration of the cornea, which is usually due, 
as Dr. Braley pointed out, to acute corneal 
edema. The early sign of acute keratoconus 
is a central corneal dew-dropping, as you all 
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know, by a break in Descemet’s membrane, 
and then a more persistent bedewing of the 
cornea and anterior staphylomatous changes. 


In some of the cases of recurring corneal 
ulceration, phlyctenular type ulceration, we 
have found in association with the local aller- 
gic response, staphylococcus infection in only 
one or two meibomian glands. Unless the pur- 
ulent material is expressed and the infection 
treated locally, it tends to continue. 


Attention must also be called to the fact 
that the constant or frequent use of these 
very strong antibiotics causes local sensitivi- 
ties, but they also destroy much of the bac- 
terial flora of the gastrointestinal tract, and 
the individual may suffer from secondary nu- 
tritional deficiency in association with his al- 
lergy. You can really give a patient a bad time 
if he is already having a local response and 
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you do not give him any reparative processes 
to go along with it. 


I would like to add a rather interesting 
group of cases that we saw this summer, a 
matter of six eyes—all of which had retinal 
detachments. They were very dramatic, com- 
ing on during the hay-fever season. A serious 
bilateral retinal detachment occurred in a 
young individual who started to sneeze and 
both retinas became seriously detached. A sec- 
ond individual who had lost one eye during 
a previous fall season and had blamed it on 
coughing and sneezing, now came in with 
about two-thirds of the retina of the second 
eye badly detached. The third, a young girl 
who was about 21 years of age, had also lost 
one eye. Now her second eye had become de- 
tached during the hay-fever season. In all 
three instances no hole was found in the retina. 
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HORMONES RELATED TO ALLERGY 


Z. Z. GopLowskI, M.D. 


CHICAGO, ILLINOIS 
BY INVITATION 


Tus study is the result of a joint 
effort by an otolaryngologist and an en- 
docrinologist to apply to certain clinical 
problems the enzymatic concept of al- 


lergy. 


As will be seen in chapter IV, a good 
many of the cases that we have studied 
have been cases of Méniére’s disease. 
Méniére’s disease has been one of the 
greatest unsolved problems in otology, 
because it is so common and because our 
treatment is so often unsuccessful. We 
do know that the pathologic manifesta- 
tion of Meéniére’s disease is a hydrops 
of the endolymphatic labyrinth, with a 
dilatation of the endolymphatic space. 
We know that the symptoms are char- 
acterized by a fluctuating hearing im- 
pairment of the inner ear type, usually 
with distortion, diplacusis and recruit- 
ment; by a fluctuating tinnitus; by re- 
curring attacks of vertigo; and by a 
sense of fullness or pressure in the ear, 
that also fluctuates. The fluctuation of 
symptoms, especially in the early stages, 
is the most characteristic peculiarity of 
Meéniére’s disease that sets it apart from 
all other types of inner ear deafness. It 
is the only type of nerve deafness that 
is reversible and in which there is a 
possibility of restoring normal hearing. 


To the otologist who sees many cases 
of impaired hearing and who is ac- 
quainted with the diagnostic criteria, 
Méniére’s disease is proving to be very 
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common indeed as a cause for nerve 
deafness, especially in middle age but 
also in young and older adults, and oc- 
casionally in childhood. About 1,000 new 
patients are seen each year with a hear- 
ing loss; in an average of 100 of these 
patients the hearing loss is found to be 
the result of Méniére’s disease.*! 


We do know from clinical experience 
that about one case in ten of Méniére’s 
disease occurs in a patient with other 
allergic symptoms and a demonstrable 
allergy to specific foods or inhalants and 
that this type of case usually responds 
to allergic management.*? But in 90 per 
cent of cases, Méniére’s disease occurs 
in patients without respiratory, gastro- 
intestinal or skin allergies, and these are 
the patients most difficult to help by 
medical treatment. A few respond to 
dilute histamine by the Hansel meth- 
od.?3.4 A very few are helped by a low 
sodium intake or vasodilation by nico- 
tinic acid. Most of them simply do not 
respond to treatment; and to these cases, 
as well as to cases of nasal and skin al- 
lergy that have been refractory to the 
usual allergic treatment, we have tried 
to apply the enzymatic concept. 


In my book on “Enzymatic Concept 
of Allergy,” published in 1953,?! it was 
pointed out that actually the enzymatic 
basis for allergic disturbances was first 
suggested in 1909.° At that time rela- 
tively little was known about the role of 
enzymes in all physiology, and for lack 
of substantiating proof, the enzymatic 
theory was abandoned in favor of the 
antigen-antibody theory. We are all well 
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acquainted with the contradictions that 
have never been satisfactorily explained 
in the antigen-antibody theory of allergy. 
First of all, no one has explained how 
giving injections of an antigen to an in- 
dividual already sensitized to the antigen 
can improve his allergic condition. It is 
agreed that injections of antigen cannot 
possibly desensitize him in the usual way 
we understand immunologic sensitivity. 


[I became interested in enzymes in 
connection with eosinophils and_ basic 
cell physiology twelve years ago, as part 
of my studies in endocrinology. As I be- 
came aware of the tremendous knowl- 
edge that has been accumulated on the 
dynamic physiology of the cell, including 
the dominant role of enzymes in the 
anabolism and catabolism of proteins 
within the cell, the relation to allergic 
diseases began to unfold itself.'>-! 


1 am fully aware that the person who 
proposes any new idea in medicine, or, 
I should say, any idea differing from the 
generally accepted one, is in for a hard 
time. All of us instinctively dislike and 
resist changing our basic concepts and 
beliefs. | do not expect you to agree im- 
mediately with everything I have to say. 
All I ask is that you listen to me with an 
open mind, and that you try to give my 
theories a fair trial in treating your pa- 
tients with allergic symptoms or Meé- 
niére’s disease who have resisted the 
usual methods of allergic management. 


We are accustomed to think of cells 
as rather inert globules of material into 
which substances penetrate by diffusion, 
and which occasionally multiply by di- 
vision. Actually the normal living cell 
is in a state of constant and tremendous 
metabolic activity, as you can clearly see. 
There is a continuous process of build- 
ing up and tearing down of protein ma- 
terial in the cytoplasm, of coiling and 
uncoiling of protein molecules. All of 
this activity is mediated by enzymes. 
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The following objectives of this assay 
will be demonstrated: (1) the hormonal 
influence upon enzymatic proteolysis ; 
(2) the hormonal influence upon the en- 
zymatic mechanism of allergy, and 
(3) the endocrinologic evaluation of 
otorhinolaryngologic patients. Sixty- 
three cases of otolaryngologic, lung and 
skin allergies with endocrinopathies as 
the underlying pathologic change have 
been selected for presentation. These pa- 
tients had not responded to conventional 
antiallergic therapy, and their response 
to hormonal therapy demonstrates the 
practical value of the endocrine-enzyma- 
tic mechanism of allergy. 


I. Hormonal Influence U pon 
Enzymatic Proteolysis 

Our knowledge of the biochemical in- 
fluence of the so-called metabolic hor-. 
mones (thyroid, growth, androgens and 
estrogens) on the protein metabolism 
is incomplete. However, the experimen- 
tal evidence and clinical observations in- 
dicate the integration of these hormones 
in the biochemical mechanism of the pro- 
tein metabolism. Of these hormones, the 
thyroid hormone has been most exten- 
sively studied, but the information so 
far obtained is far from being complete. 


Mitochondria obtained from nerve cells 
from experimental animals have been 
shown to be able to convert radioactive 
iodine (1'3!) tagged thyroxine to tri-iodo- 
thyronine, tri-iodothyroacetic acid and tri- 
iodothyropropionic acid,*’ substances 
which are degradetes of thyroxine. On 
the other hand it is known that enzymatic 
synthesis of protein takes place in mito- 
chondria.© Brody and Bain,* Klemper- 
er’? and many others have demonstrated 
the accelerating effect of thyroid hor- 
mone on the oxidative phosphorylation 
in the rat Tt is 
well established by now that thyroxine 
and, even more so, tri-iodothyronine 
have a potent anabolic and/or catabolic 
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effect on the metabolism of protein, and 
that the direction of the metabolic action 
depends on the environmental require- 
ments in which the reaction takes 
place.5*58 The experiments in vitro and 
in tissue culture studies have shown the 
accelerating effect of thyroid hormone 
on various stages of enzymatic proteoly- 
Employing nitrogen! 
glycine studies in the long term therapy 
with L-tri-iodothyronine, Crispell and 
his colleagues’? found an increase in pro- 
tein synthesis accompanied by negative 
nitrogen balance in individuals receiving 
this thyroid hormone. 


Apart from these few biochemical 
and clinical effects, the thyroid hormone 
has been proved to exercise also a pow- 
erful influence on the biochemical and 
histologic differentiation of cells, organs 
and organisms, as shown in the well 
known experiment of the transforma- 
tion of the tadpole into a frog. There is 
good reason to believe that the ability to 
differentiate, or the power to transform 
a less differentiated cell into a higher 
differentiated element, is one of the main 
functions of the thyroid hormone. More- 
over, if the concentration of the thyroid 
hormone at the cellular level is reduced 
from that required for the maintenance 
of the physiologic state, certain highly 
differentiated cells of highly organized 
organs, such as skin and glands, could 
lose their structure and function (de- 
differentiation) and revert into less dif- 
ferentiated cells, or succumb to a de- 
generative process.*° 


The biochemical role of other meta- 
bolic hormones in protein metabolism, 
such as pituitary growth hormone ( Beck 
1957), androgens (testosterone, etc.)! 
and estrogens,-’ is still more obscure. 
Animal experiments and clinical obser- 
vations indicate that retention of nitro- 
gen can be re-established in organisms 
which were previously in a negative ni- 
trogen balance if these metabolic hor- 
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mones are employed in the proper dos- 
age, an effect similar to that produced by 
thyroid hormone. However, the mecha- 
nism of this action is unknown. 


II. The Hormonal Influence Upon the 

Enzymatic Mechanism of Allergy 

The discrepancies in the rationale of 
the antigen-antibody conjugation as the 
basic mechanism of allergy make an un- 
derstanding of the difficult problem of 
allergy more difficult; the contradictory 
findings which are often encountered in 
the antigen-antibody reaction make this 
theory unacceptable as the mechanism of 
allergy. Nonetheless, the majority of al- 
lergists still accept it as a working the- 
ory of the allergic reactions. It will be 
pertinent to mention a few of these con- 
tradictions: 


1. A constant and predictable anaphy- 
lactic response to the first injection of 
certain antigens (e.g., in peptone shock 
in dogs, or intravenous injection of hu- 
man gamma globulins into humans?’°) 
makes the concept of antigen-antibody 
interaction a logical impossibility, be- 
cause specific antibodies at this stage are 
not present. 


2. The presence of allergic diseases 
in individuals with agammaglobulinemia 
who are unable to manufacture antt- 


bodies has been observed repeatedly.?7-*9 


3. Allergic reactions occur so com- 
monly that they might be looked upon as 
physiopathologic responses which exist 
in variable intensity in all humans at 
one time or another. Such a widespread 
incidence of allergic reactions cannot 
possibly result from a primarily defen- 
sive mechanism, such as the antigen- 
antibody conjugation undoubtedly is. In 
very rare instances the antigen-antibody 
defensive mechanism may be falsely set 
up and cause disease, as seen, for ex- 
ample, in hemolytic diseases, but such 
cases are rare. The antigen-antibody re- 
action has been utilized, of course, as the 
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fundamental basis of modern immuno- 
therapy against poliomyelitis, diphtheria, 
typhoid fever, and smallpox. 


The enzymatic mechanism of the al- 
lergic reaction may be briefly summar- 
ized as follows: All organisms are con- 
stantly invaded by many antigens, whose 
molecules are neutralized either by nat- 
ural or acquired immunity mechanisms. 
Most of the antigens are structurally 
proteins, or one part of the antigen 
molecule belongs in the protein classifi- 
cation. When antigenic molecules enter 
an organism through one of the usual 
portals of entry, they are quickly immo- 
bilized in the lymphoid tissue of the 
pharynx, gastrointestinal mucosa or 
lymph nodes by an antigen-antibody re- 
action (fig. 1). Some of these particles, 
however, escape the antigen-antibody 
defensive barrier and reach the interior 
of the body by lymphatic or hematog- 
enous spread. 


Those particles which were immobil- 
ized in the reticuloendothelial system 
(RES) are only temporarily arrested 
there (Godlowski,?! pp. 8-15) and can 
be remobilized as a large aggregate con- 
sisting of molecules of antigen and anti- 
body. These large aggregates of protein 
molecules can reach the interior of the 
organism by the same route as the orig- 
inal antigenic molecules. In this manner 
two antigens (foreign proteins) similar 
but not identical, which originated from 
the entry of one antigen, are circulating 
in the body ; they can enter various cells, 
producing identical or different re- 
sponses in the cells themselves (fig. 2) ; 
these responses can be classified into 
three categories: natural immunity, ac- 
quired immunity, and allergic sensitiza- 
tion. 

NATURAL IMMUNITY 


In the majority of cases the antigenic 
molecules upon entering the interior of 
various cells are immediately proteolyzed 
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by intracellular proteolytic enzymes 
(proteinases)* to nontoxic catabolites 
such as simple amino acids. In such an 
event there are no pathologic conse- 
quences, the catabolized foreign protein 
then being utilized for nutrition of the 
cell to build its own protein or excreted 
from the organism (fig. 1). This or- 
ganism may be regarded as being nat- 
urally immune. 


ACQUIRED IMMUNITY 


In certain instances the antigenic 
molecules entering the interior of a cell 
cannot be proteolyzed because of the ex- 
isting debility of the cellular proteinases. 
(The nature of this debility is discussed 
below.) The foreign molecule left intact 
in the cytoplasm creates a physicochem- 
ical disturbance which exerts a stimulus 
for the production of a new enzyme; 
this manner of enzyme formation is 
called induction or adaptation of en- 
zymes.®-*4.45 The newly formed enzyme 
is called adapted or induced enzyme. If 
the cell is to acquire an immunity against 
the invading antigen, the adapted en- 
zyme must be capable specifically of pro- 
teolyzing the antigen molecules to non- 
toxic catabolites (fig. 2). In such an 
event there are also no pathologic re- 
percussions, because adapted enzyme 
conjugates itself with the inducing an- 
tigenic molecules and forms a static or 
stable conjugation (by couple reaction*). 
To activate this conjugation, another 
molecule of the same antigen must aug- 
ment this static but dynamic conjuga- 
tion; whereupon proteolysis of a normal 
pattern is initiated, resulting again in 
complete proteolysis of the augmenting 
molecule to nontoxic catabolites. At the 
end of this proteolysis the static con- 
jugation of enzyme-antigen regenerates. 


ALLERGIC SENSITIZATION 
In certain instances of antigenic in- 
vasion of the cell’s interior, the adapted 
enzymes are incapable of proteolyzing 
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TABLE | 
CLASSIFICATION OF BIOCHEMICAL AND CLINICAL SyMpTOMS oF AcUTE ALLERGIC REACTION 


Ist STAGE 


Static intracellular toxic enzyme-substrate conjugation in the sensitized cell 
is augmented by another molecule of the same antigen; this sets off toxic 
proteolysis of the augmenting molecule in an explosive manner. 


No clinical manifestations present. 


INTRINSIC 
PHASE 2ND STAGE 
Proteose molecules yielded inside cells during first stage disrupt the structural 
proteins of cells involved in allergic reaction leading to chaotic proteolysis, 
thereby causing damage of the fundamental structure of the sensitized cells. 
Clinically focal symptoms from organ involved. 
3RD STAGE 
7 Sensitized cells damaged by intrinsic phase release toxins into general cir- 
2 culation which exert their pharmacologic actions upon organs hitherto un- 
affected. Clinical manifestations are denominated as constitutional reaction. 
4TH STAGE 
EXTRINSIC a. Total recovery: acquired tmmunity at the level of sensitized cells if 
: PHASE 1. intracellular “metabolic storm” stimulated induction of a new enzyme 
with physiologic potency for proteolysis of antigen, 
2. sequential induction takes place 
b. Partial recovery: self-perpetuating toxic proteolysis in shock organ 
(chronic allergy with remission and relapses of allergic symptoms) 
ae c. Focal necrosis in shock organs (topic manifestations) or in organs not 
se involved in anaphylactic reaction (ectopic reactions) 
me d. Death of the whole organism as a result of focal or constitutional reactions 
the antigen to nontoxic catabolites, al- hydrolyzed to the primitive nontoxic 
: though they are capable of carrying out endproducts (amino acids). 
3 incomplete re partial proteolysis Toxins produced within cells during 
(“piecemeal” proteolysis ).*° This type allergic proteolysis may damage the 
44 of proteolysis leaves within the cell, at structure and function of cells primarily 
the end of the reaction, toxic catabolites involved in the allergic reaction (focal 
such as proteoses. This form of incom- reaction, tables I and II). So far, the 
plete proteolysis may be designated as following toxins have been identified 
toxic, and the enzyme which carries on in the allergic reaction: 
; this proteolysis may be termed a toxic histamine!° 
enzyme.*! The mechanism of “piece- heparin2®.48 
_ meal” proteolysis can be described as various proteoses!>:!435 
a splitting off of a small dialyzable frag- serotoxin*? 
2 ment while the larger remainder of the _acetylcholine!! 
original molecule (nondialyzable, toxic ) leukotaxine, pyrexin, necrosin, 
a is left intact. In contradistinction to leukopenic factor, etc. 
“piecemeal” is “‘all-or-none” proteoly- bradykinin? 


sis,° whereby the protein molecule is serotonin’? 


, 
~ 
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Taste Il 
ETIOLOGIC _CLASSIFIC: ATION OF ALLERGY BAseD OF THE MECHANISM OF ENZYMATIC DysCRASIA 
FACTOR MECHANISM | CLINICAL FORMS 
Thyroid glands: Hypothyroidism and hypometabol- 
| a. Deficiency of tri-iodothyronine, | ism: commonest forms of allergy: 
| lack of differentiating factor on| masal, eyes, respiratory tract and 
the forming elements of en- | skin allergy. Any form of allergy 
zymes in nucleus and in cyto- | is possible, localized in one or more 
plasm (in chromidia, organs 
chondria, etc. ) Hyperthyroidism: skin, alimentary 
b. Excess of  tri- jodothyronine, | tract, central nervous system al- 
early exhaustion of induction | lergy. Involvement of other organs 
mechanism of enzymes | possible 
. . - 
Endocrino- |2 Androgen deficiency: deficient pro-| 2. Hypogonadism: commonest forms : 
' thi tein anabolism, negative N balance | nasal and skin allergy predominant 
patmes in preadolescent and adolescent 
| | 
3. Estrogen-progesterone dyscrasia: | 3. Estrogen-progesterone dyscrasia: 
deficient protein anabolism | menstrual and menopausal moli- 
| mina, painful breast, infertility, 
| dermatoses 
4. Growth factor deficiency: negative |4. Growth Factor: allergy in infants, 
N balance, deficiency in synergistic | children, youth: skin, alimentary 
action with insulin and sex hor-| and respiratory tracts 
| mone | 
11. Primary genetic debility of the) Commonest: atopic dermatitis, all 
nucleus or in cytoplasm: transmit- orms of eczema, allergic derma- 
Heredi ted as dominant teatures according titis, any form of allergic reactions 
eredita to mendelian law 
localized in any organ 
Endocrinopathies in parents 
3. Exposure of parents to enzymatic | 
poisons 
Exposure to cytoplasmic poisons m Drug allergies 
ical mant- 
yes and/ wr at time f clinica ( Drug sntolerance 
estations 
Drug idiosyncrasies 
CO, gaslight, inhalant anesthesia, war 5 . 
gases, etc. Antibiotics, sulfonamides, | Skin rashes caused by bacterial 
heavy metals, fluorides, salicylates, | toxins 
opium and cocca Allergic phases of bacterial and 
| viral infections, e.g., tuberculosis 
Potsons 


Inhibition of induced enzymes in al-| 
_lergen-enzyme conjugations being in| 
static, dynamic equilibrium, thus re- 
leasing toxic proteolysis resulting in 
allergic reactions: trigger action of | 
nzymatic poisons—porson itself not | 
| partic ipating m allergic response | 


: 
hy 
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The particular toxin that is liberated 
depends on (a) the type of the adapted 
enzyme (to what degree or how far the 
protein is hydrolyzed) ; (b) the type of 
protein which is hydrolyzed. If lung 
tissue, for example, is involved in toxic 
proteolysis, histamine,*? serotonin,°® and 
heparin are liberated.*° The chain re- 
action which takes place within the cell 
involved in the allergic response may be 
designated as the “intrinsic” phase. 
When these toxins escape from the dam- 
aged cells and reach the general circula- 
tion, they can damage various distant 
organs primarily not involved in the al- 
lergic reaction. This stage of toxemia 
can be designated as the “extrinsic”’ 
phase; the acute stage of the extrinsic 
phase is known as constitutional reac- 
tion of anaphylactic reaction (table I). 


[The details of anaphylactic proteoly- 
sis are diagrammatically illustrated in 
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figures 2, 3, 4 and 5, and the classifica- 
tion of the biochemical and _ clinical 
events are presented in table I.] 


To summarize, the basic mechanism 
of enzymatic sensitization in allergic 
reactions is the induction by an antigen 
of a specific enzyme which is toxic in its 
action. The toxic enzyme conjugated 
with the antigenic molecules in a static 
form and the presence of this static con- 
jugation, per se, does not harm the sen- 
sitized cell. This static conjugation, 
however, represents a dynamic poten- 
tial which may be activated by another 
molecule of the same antigen when it 
subsequently enters the cell (in shock 
dose) and augments the static enzyme- 
substrate conjugation (figs. 3 and 4). 
This augmentation touches off a bio- 
chemical “explosion” of toxic proteol- 
ysis within the sensitized cell, with the 
liberation of various toxins derived 
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from the incomplete “piecemeal” pro- 
teolysis of the augmenting molecule. At 
the end of this biochemical storm the 
original enzyme-substrate conjugation 
regenerates itself to be ready for another 
augmentation and another biochemical 
“explosion” if another lot of the specific 
antigen should re-enter the sensitized 
cell. Thus a_ self-perpetuating patho- 
genetic mechanism is established within 
the cell which constitutes the primary 
mechanism of allergic reactions. 


It has been mentioned above that one 
entry of the same antigen 1s liable to pro- 
duce two similar, but not identical, anti- 
gens; one is a free antigen which es- 
caped the antigen-antibody reaction in 
the defensive barrier of the RES, and 
the other is an aggregate consisting of a 
molecule of antigen conjugated with the 
specific antibody. The difference be- 
tween these two types of antigens may 
lead to a double sensitization or it may 
result in a self-termination of the enzy- 
matic dyscrasia (figs. 4 and 5). For 1n- 
stance, when a cell becomes sensitized to 
a free antigen, the adaptive enzyme 
manufactured in the sensitized cell re- 
mains there in a static but dynamic con- 
jugation. If, at this stage, the antigen- 
antibody aggregate penetrates the same 
cell, it may augment the sensitizing con- 
jugation (fig. 5) because the aggregate 


molecules possess the antigenic recep-: 


tors. However, proteolysis cannot start, 
because the augmenting aggregate is an 
enzymatically different substrate from 
the free antigen. Thus the receptor group 
of the toxic conjugation could be en- 
zymatically blocked by an “analogue” 
of the free antigen. This is one example 
of many variants which may follow if 
two similar antigens simultaneously en- 
ter a cell. These variable reactions of 
antigen and its analogues when simul- 
taneously circulating in the body explain 
the fact that when an antigen enters the 
body by a route different from that of 
original entry, a beneficial result may be 
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effected ; e.g., the benefit resulting from 
the subcutaneous or intracutaneous in- 
jection of ragweed pollen. 


DESENSITIZATION VS. 
SEQUENTIAL ADAPTATION 

Once. the toxic adaptive enzyme is 
formed in a cell, it remains there for 
the rest of the life of that cell, because 
it is a genuine product of the cell itself. 
In an attempt to eliminate the sensitiz- 
ing element (toxic enzyme-allergen con- 
jugation) from the allergically sensi- 
tized cell, two different techniques may 
be tried: 
1. Blocking of the historeceptors in the 
static toxic enzyme-allergen conju- 
gation by an antigen analogue. 
Initiation of adaptation of a series 
of new enzymes which could dispose 
of the toxic catabolites, reducing 
them to simple amino acids. 


Conjugation in the sensitized cells by 
an antigenic analogue would be the ther- 
apy of choice. Unfortunately, to find 
such an analogue is in practice a difh- 
cult or impossible task. 

Sequential adaptation could at- 
tempted by administration of infinitesi- 
mally small doses of specific antigen??-*+ 
to precipitate a reaction confined to the 
first stage of the intrinsic phase of intra- 
cellular anaphylaxis (table I) without the 
violent systemic reactions of acute ana- 
phylactic shock due to liberation of the 
toxic products into the systemic circula- 
tion. This minimal “metabolic storm” 
within sensitized cells may exert a stimu- 
lus for the production of a series of 
adaptive enzymes, which proceed to hy- 
drolyze the toxic catabolites to the non- 
toxic amino acid end products (fig. 6). 

There are at least three main factors 
which may influence the mechanism of 
the formation of a toxic adaptive en- 
zyme; thus causing the allergic state: 

1. Endocrinopathy 

2. Exposure to enzymatic inhibitors 

3. Hereditary transmission 
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NTC =Non-toxic catabolite 
TE =Toxic enzyme 

AE = Adaptive enzyme 
TC =Toxic catabolite 
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FIG. o—Diagrammatic presentation of sequential adaptation of enzymes. 
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ENDOCRINOPATHY AS PATHOGENIC 
FACTOR OF ALLERGY 

The correlation between thyroid hor- 
mone action and protein metabolism 
seems to be well established, although 
the exact mechanism is not clear. En- 
zymes, chemically, belong to highly or- 
ganized proteins. Protein formation in 
the cell probably takes place in the cyto- 
plasmic mitochondria. Whether  en- 
zymes are formed in mitochondria has 
not been conclusively proved. It is 
known that the action of thyroid hor- 
mone is closely related to the activities 
of the cytoplasmic 
Thus one can safely conclude that if the 
concentration of the thyroid hormone 
within cells is not sufficiently high, the 
formation of proteins will suffer. Since 
enzymes are proteins, the formation of a 
new enzyme or the adaptation of an ex- 
isting enzyme to a new proteolytic action 
on a new substrate (antigen) will suffer 
if the concentration of thyroid hormone 
within the cell is low. When a cell with 
a low level of thyroid hormone is in- 
vaded by antigenic molecules, the imper- 
fection of the adaptation mechanism 
may produce an enzyme with its potency 
restricted to a partial, toxic proteolysis 
of the antigenic molecules. These the- 
oretical deductions have found material 
support in clinical trials based upon 
them, the details of which are presented 
in the last chapter. Of 161 allergic pa- 
tients who were resistant to standard 
antiallergic treatment, 89.5 per cent were 
those with insufficient action of the thy- 
roid hormone. Among these patients 
with hypothyroidism, over 72.7 per cent 
showed deficiency of the thyroid hor- 
mone at the cellular level (hypometabolic 
syndrome )*! with normal or high thy- 


roxine level (PBI) in the blood. 


ENZYMATIC INHIBITORS AS PATHOGENIC 
FACTOR IN ALLERGY 

Inhibition of the enzymatic action 

may be achieved in various ways. For 
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example, changing the temperature or 
pH of the medium in which the reaction 
takes place may abolish partially or com- 
pletely the enzymatic reaction. There is 
also a large group of substances which 
inhibit enzyme activity by their action 
on the enzymes themselves or on the 
substrate. They can be divided into two 
groups: (1) competitive inhibitors and 
(2) noncompetitive inhibitors. 


Com petitive inhibitors are those sub- 
stances which possess stronger chemical 
affinity to the substrate than the enzyme 
itself, thereby blocking its action. (See 
self-termination of allergy. ) 


The noncompetitive inhibitors are 
agents which by their action on the en- 
zyme itself destroy partially or totally 
its enzymatic potency. Examples are 
heavy metal, antibiotics, and coal tar 
products. In this category are those in- 
hibitors which most commonly precipi- 
tate allergic responses. Such inhibitors 
may affect a normal enzyme or they may 
influence the process of adaptation (in 
acquired immunity). For instance, a 
healthy organism acquires immunity 
against egg albumin. The adapted en- 
zyme leads to normal complete proteoly- 
sis (“all-or-none” type) of egg albumin. 
However, if this organism is at some 
time exposed to an enzymatic inhibitor, 
e.g., aspirin, sulfonamides, antibiotics 
(table 11), these inhibitors may inhibit 
the adaptive enzyme either by producing 
a toxic enzyme or by inhibiting this one 
which was essential for the maintenance 
of the acquired immunity against egg 
albumin. The symptoms of allergy then 
derived from the toxic proteolysis of egg 
albumin might be wrongly interpreted 
as allergy to aspirin, sulfonamides, or 
antibiotics, whereas these drugs acted 
only as enzymatic inhibitors converting 
normal proteolysis to a toxic proteolysis 
of egg albumin. Consequently, both the 
inhibitor and the substrate (egg album- 
in) should be eliminated in therapy. 
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HEREDITY AS A PATHOGENETIC FACTOR 

The site of the formation of enzymes 
is not conclusively known. According to 
Spiegelman,*> the formation of enzymes 
is mediated by the nuclear genes which 
secrete an “organizing factor” of en- 
zymes into the cytoplasm ; but the nature 
of this “organizing factor” is unknown. 
Hence, the chemical constitution of the 
pre-existing normal enzymes as well as 
of enzymes formed during the adapta- 
tion in a cell should depend on the bio- 
chemical phenotype of genes, which is 
hereditarily transmitted according to 
the mendelian law. The parental enzy- 
matic phenotype may be influenced by 
three factors: (a) heredity, (b) hor- 
monal dyscrasia of parents, (c) the ex- 
posure of parents to cytoplasmic poisons. 


The heredity of allergic diseases 1s 
well recognized.*® The hereditary trans- 
mission of allergy does not mean that 
the same clinical form of allergy must 
necessarily appear in the next genera- 
tion of parents; only enzymatic pheno- 
type 1s transmitted, and the clinical form 
of allergy is conditioned by the circum- 
stantial factors in the uterine and/or 
postnatal environment. The commonest 
factors denominating the form of allergy 
transmitted as a latent allergic pheno- 
type of enzymes are (1) exposure to the 
enzymatic (table Il) (ex- 
ample: parents treated with antibiotics 
which initiated allergic response) and 
(2) a massive invasion of antigens 
which require higher proteolytic po- 
tency of the existing or adapted enzymes 
than they possess (example: allergic re- 
sponse to ingestion of larger quantities 
of specific food). Thus an individual 
with a latent hereditary allergy may have 
no signs of allergy throughout his whole 
life unless he is exposed to an allergic 
denominator in the environment. On the 
other hand, the enzymatic phenotype 
may be altered so profoundly that the 
first contact in normal extrauterine life 


poisons 


HORMONES RELATED TO ALLERGY 


847 


brings invasions of numerous allergens 
and immediately precipitates skin al- 
lergy. These patients, as a rule, exhibit 
sensitivity to many antigens. 


Ill. Endocrinologic Evaluation of 

Otorhinolaryngologic Patients 

There are no endocrine involvements 
which specifically affect the ear and res- 
piratory tract, but it is true that certain 
hormonal dyscrasias more often operate 
as the pathogenetic mechanism in ear, 
nose and throat diseases. For example, 
the hypometabolic syndrome is the most 
common entity affecting the physiology 
of cells in the ear and respiratory tract. 
The main tenet for the otorhinolaryn- 
gologist is to be aware of the close patho- 
genetic relationship between otolaryngic 
diseases and endocrine dyscrasias. To 
demonstrate the scope of such an evalua- 
tion, only the essential procedures for 
endocrine diagnosis are presented in 
table III. As soon as the otorhinolaryn- 
gologist suspects an endocrinopathy as 
the underlying mechanism of an ear, 
nose or throat disorder, he should call 
upon a trained endocrinologist to evalu- 
ate the hormonal dyscrasia and initiate 
the therapy. The assessment of the ther- 
apeutic progress, however, should be fol- 
lowed by the otolaryngologist. 


IV. Presentation of Cases of 
Allergies with Endocrinopathies 
as the Underlying Pathologic 
Change Responding to Hormonal 
Therapy and Resistant to 
Conventional Antiallergic 
Procedures 


To test the practical value of the en- 
docrine-enzymatic mechanism of allergy, 
a variety of clinical forms of allergy 
have been selected for the hormonal 
study and the therapeutic trial (table 
IV). In all of these cases, long-standing 
allergic symptoms had responded poorly 
or not at all to the usual forms of anti- 
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Taste III 
EssentIAL Diacnostic EvALUATION oF CLINICAL ENDOCRINOPATHIES 
HISTORY | PHYSICAL EXAMINATION ROUTINE TEST 
1. Chief complaints 1. Silhouette, anthropometric measure- 
2. Onset ments 
3. Variations in: sleep, appetite,| 2. Blood pressure, pulse, temperature, 
body weight, basal metabol- body weight, height 
ism, urination, strength, ener-| 3.Skin: discoloration, tumors, scars, ae 
gy, mental attitudes, sex hair distribution, vascular changes, | Urinalysis 
4. Relation to environment striation CBC 
5. Past history 4. Face: expression, deformities, teeth | (complete blood 
6. Family history 5. Lymphadenoidal tissue count ) 
6. Skeleton and muscles Serology 
7. Neck and chest 
8. Abdomen 
9. Reflexes 
10. Genitalia 
PITUITARY THYROID PARATHYROID | PANCREATIC 
GLAND GLAND GLAND | GONADS SUPRARENALS ISLETS 
1. Bone age 1. PBI 1. Blood: cal- | Same as in Same as in_| 1. Glucose 
> cium, total thyroid, plus | thyroid and | tolerance 

sella turcica 1. 17-keto- 

3. Kepler- BMR COs steroid _ | Total 2. Insulin 
Power wat- at — Total corti- blood tolerance 
er test 4. Blood : a in coids electro- test 

4. Same as in P., alkaline | 3.72 hours 
thyroid, phosphatase 2. Insulin complete 
creatinine,  Preg- | 
parathyroid, > Tle: | tolerance fasting 
sonads uric acid 2. Urine— nanetriol, test | 
< S "itch’s < 
suprarenals, | 5. Glucose ulkowitch’s ull in blood vr | 4. Glucose and 
test or urine 3. Eosino- insulin 
pancreatic tolerance . nic test | tolerance 
islets test 2. Estrogens: 
after tests with 
ACTH | EEG 
smear, 4. perirenal 
bio-assay insuffla- 
of tion with 
estrogens, lamino- 
| endom. graphic 
_ biopsy, evaluation | 
| morning by x-ray | 
temp., | 
insufflation | 
test 
3. Sperm : 
evaluation, 
prostatic 
7 fluid evac- 
uation 
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TABLE LV 


CLASSIFICATION OF ALLERGIC PATIENTS WITH ENDOCRINOPATHY AS UNDERLYING DISEASE 


OTOLOGY 


RESPIRATORY 
TRACT 


SKIN 


Méniére’s disease as isolated 


syndrome rhinitis 


Méniére’s disease associated 


with other allergies Sinusitis 


Perennial and/or seasonal 


Nasal polyposis 


Laryngitis 


Atopic dermatitis 


Simple eczema 


Urticaria 


Bronchial asthma 


TABLE V 


TREATMENT OF ALLERGK WITH 


GENERAL 
MANAGEMENT 


ENDOCRINOPATHY 


ENDOCRINE 
THERAPY 


UNDERLYING DySFUNCTION 
‘NONSPECIFIC 
THERAPY 


1. Discontinuation of standard 
antiallergic treatment 


mones 
High protein, low fat and 


carbohydrate diet, calorically 
according to ideal body 


weight (ant 


Vitamin supplement:. A, B 
complex, C and D 


In all of these cases 
the antiallergic treatment was discon- 
tinued and the hormonal trial was in- 
itiated only when clinical manifestations 
were present (table V). 


allergic therapy. 


RATIONALE OF THE ENDOCRINE TRIAL 
IN THE TREATMENT OF ALLERGY 

Only those allergic diseases with hor- 
monal dyscrasia as the underlying patho- 
logic change are eligible for the hormon- 
al therapeutic trial (tables VI and VII). 
In the majority of clinical allergies it is a 
difficult or impossible problem to deter- 
mine the degree of the involvement of 
each of the three pathogenic factors 
mentioned above. To obtain the best 


Replacement 
endocrinopathy 


Stimulation 
production 
pituitary extract) 


Antiphlogistic adrenocor- 
tical steroids parenterally, 
orally or topically until 
chemical stress of inflam- 
mation subsides (2 to 6 
weeks); thereafter gradu- 
al withdrawal 


therapy of 
with hor- 


of imtrinsic 
ot hormones 


Periodic administration of 
large doses of antibiotics 
to which pathogens are 
sensitive 


ACTH, 20 to 40 units in 
one injection per week 
during prolonged cortico- 
steroid therapy 


therapeutic result it is recommended, 
therefore, to supplement the hormonal 
therapy with the accepted antiallergic 
treatment. However, in this particular 
study, all of the cases presented were 
treated solely by hormonal therapy be- 
cause the therapeutic trial was meant to 
be an evidence of the hormonal dys- 
crasia primarily operating in the patho- 
genesis of these selected allergic dis- 
orders. 


To summarize briefly the endocrine- 
enzymatic mechanism of allergy, the fol- 
lowing findings should be recalled: 


1. Protein metabolism is carried out by 
enzymes. 
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2. The participation of metabolic hor- 
mones in enzymatic protein metab- 
olism has been established in vitro in 
tissue cultures, and im vivo in experi- 
ments on animals. 


3. A deranged protein metabolism in 


active allergy has been demonstrat- 
ed.* 


4. Allergic diseases with subtle or gross 


manifestations of hormonal dysfunc- 
tions may be radically ameliorated if 
the endocrine dyscrasia is corrected. 


All allergic diseases are histologically 
characterized by an allergic inflamma- 
tion which is located in the target organ. 
Any inflammation, and especially al- 
lergic inflammation, affects seriously the 
function and structure of the tissue in- 
volved. Elimination of the biochemical 
stress of the inflammation itself must, 
therefore, be undertaken as a prepara- 
tory step in the etiologic treatment of 
allergy. This action enables the cell to 
correct the enzymatic dyscrasia by pro- 
ducing nontoxic adaptive enzymes. Such 
a strong nonspecific antiphlogistic action 
is performed by adrenal steroids, and by 
prednisolone in particular.’ Therefore 
prednisolone has been administered si- 
multaneously with any hormonal ther- 
apy, not as a hormonal replacement but 
for its potent, nonspecific, anti-inflam- 
matory effect. The usual period of pred- 
nisolone therapy extended from two to 
six weeks or as long as the acute mani- 
festations of allergic inflammation per 
sisted ; but because of its depressing ef- 
fect on the adrenals, prednisolone could 
not be administered indefinitely. This 
two-to-six-week period was followed by 
a slow and gradual withdrawal of pred- 
nisolone in order to restore the depressed 
intrinsic activity of the adrenal cortex. 
In a very few cases, however, a perma- 
nent administration of prednisolone in 
very small dosage was required for the 
control of symptoms. 


ACAD. OPHTH, 


The choice of hormonal therapy de- 
pends on the underlying endocrine dys- 
function, and the duration of treatment 
should be strictly individualized. In 
cases in which the endocrine change is 
irreversible, as after total thyroidecto- 
my, permanent replacement therapy 
with hormones is indicated. Hormonal 
therapy may fail completely despite an 
accurate diagnosis and selection of prop- 
er etiologic hormone because: 


a. An advanced allergic inflammation 
persisting in the target organ inhibits 
the mechanism of sequential adaptation 
of nontoxic enzymes. Example: atopic 
dermatitis. 


b. The alterations produced by the 
inflammation are irreversible. Example: 
certain cases of Méniére’s disease. 


High protein diet, composed mainly of 
animal proteins, has the purpose of sup- 
plying proteins with amino acids essen- 
tial for the formation of human cellular 
proteins to replenish the depleted pro- 
tein stores, a condition which, as a rule, 
occurs in chronic allergy.** 


Vitamin supplementation, especially 
the addition of B complex, C, D and A, 
has the purpose of supplying the ele- 
ments which participate at various levels 
of anabolism and catabolism of proteins 
in the form of co-enzymes or factors 
which control the actions of various ions 
required for catalytic activities in en- 
zymatic reactions. 


Antibiotics were administered if a co- 
existing chronic or acute infection had 
an obvious connection with the activation 
of allergy. The sensitivity test of patho- 
gens to antibiotics permitted the proper 
choice of antibiotic. The length of treat- 
ment depended on the therapeutic re- 
sponse ; for chronic infections a course 
of therapy comparable in length to that 
required for the initial control of infec- 
tion was repeated at monthly intervals ; 
such a procedure was continued for sev- 
eral months. 
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Discussion 

A group of 229 cases of selected aller- 
gic disorders with hormonal dyscrasia as 
the underlying pathologic change is pre- 
sented in this study. Of these 229 cases 
only 29 were refractory to the hormonal 
therapy, and most of these patients be- 
longed to the middle or older age group 
(tables VIII, IX and X). In the re- 
maining 200 cases, 94 patients showed 
a more or less marked improvement and 
116showed a complete recovery. In cases 
of Meniére’s disease an improvement 
was considered only if tinnitus and/or 
vertigo disappeared, or if the hearing 
was subjectively and objectively im- 
proved. (The hearing tests were done in 
the office of Drs. Shambaugh, Derlacki 
and Harrison, by their audiometrist. ) 


Endocrine Aspects of Allergic Problems 

In all 200 responding cases, after the 
initial intensive treatment with pred- 
nisolone supplementation the patient was 
kept on a maintenance dose of tri-1odo- 
thyronine. In order to control symptoms 
of bronchial asthma and atopic dermati- 
tis, the treatment was premanently sup- 
plemented daily with 5 mg. of predniso- 
lone, apart from the maintenance dose of 
tri-iodothyronine.* The longest follow- 
up period in all presented cases in which 
improvement or total recovery persisted 
was twenty-eight months and the short- 
est, four months (at the time this essay 
was written). 


The fact that this therapy caused com- 
plete or partial recovery from Meniere's 
disease in 13 out of 14 young individuals 
(ages 5 to 21), some of whom had sub- 
acute or chronic infections, while the 
percentage of recovery was substantially 
lower in older patients, suggests the fol- 
lowing conclusions: 


1. An infection, per se, does not hinder 

the endocrine therapy provided the 
*L-tri-todothyronine as a hydrochloride salt has been 
generously supplied by the Travenol Laboratories, 
Inc., Morton Grove, Ill. 
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pathogenic organisms are destroyed 
in the target organ by appropriate 
antibiotic treatment. 


Longstanding allergic inflammation 
may damage irreparably the target 
organ; in such cases, hormonoenzy- 
matic reparation is impossible (tables 


Vill, IX and X). 


The following side-effects were en- 
countered in this treatment: 


1. A severe decalcification of the whole 
skeleton occurred in a woman of 32 
who had a congenital osteogenesis 
imperfecta, complicated by addisoni- 
an hypocorticism and a profound hy- 
pometabolic syndrome with a severe 
atopic dermatitis covering the whole 
surface of the body. 


One case of high rate auricular fi- 
brillation occurred in a woman of 66 
who received 15 micrograms of tri- 
iodothyronine three times a day was 
converted to rhythm by 
digitalization and temporary omis- 
sion of thyroid hormone. After res- 
toration of normal rhythm, she has 
tolerated 5 micrograms of tri-iodo- 
thyronine three times a day. 


normal 


A transitory mild retention of sodi- 
um and water (5 cases) was caused 
by prednisolone. All cases responded 
to potassium and mercurial diuretics. 


Deficiency of the thyroid hormone 
was found in the present series to be the 
most common (89.5 per cent) endocrin- 
opathy related to allergy (table VI). On 
the other hand, among these 161 cases 
ten cases of mild hyperthyroidism were 
found. In the further analysis of the 
thyroid deficiency related to allergy, the 


hypometabolic syndrome grossly 
prevalent (72.7 per cent). The hypometa- 
bolic syndrome originates in the defi- 
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ciency of the thyroid hormone at the 
cellular level.4! It is known that thyroid 
hormone is essential for the enzymatic 
proteolysis and for the mechanism of 
adaptation of enzymes; hence, its de- 
ficiency theoretically should precipitate 
a disturbance in protein metabolism and 
in the adaptation mechanism. 


GLUCOSE 
TOLERANCE 


BEFORE 


The pathogenesis of the hypometa- 
bolic syndrome is not completely under- 
stood. One of the many theories*! sug- 
gests the presence of an enzymatic block 
which disrupts the process of the trans- 
fer of thyroxine from the extracellular 
fluids into the interior of cells and in- 
hibits the removal of one atom of iodine 
from thyroxine (tetra-iodothyronine). 
In other words, in the hypometabolic 
syndrome the thyroid gland is function- 
ing adequately, and the amount of the 
circulating thyroxine (PBI) is also suf- 
ficient, but the intracellular concentra- 
tion of the thyroid hormone is low. This 
condition may create a clinical paradox 
in which a normally functioning thyroid 
gland causes an elevation of the circulat- 
ing thyroxine because the cellular uptake 
of thyroxine is blocked. The high level 
of circulating thyroxine may precipitate 
clinical symptoms of hyperthyroidism 
(nervousness, irritability, insomnia, pal- 
pitation, rapid pulse, brisk tendon re- 
flexes) which are accompanied by signs 
and symptoms of hypothyroidism (fa- 
tigability, mental dullness, muscular 
weakness, dry skin, elastic edema). For 
such a condition we have coined the 
name thyrotoxic hypometabolic  syn- 
drome, and one case of such a clinical 
syndrome is presented in table XI. (A 
detailed report of this case 1s in prepara- 
tion. 


BLOOD 
CHOLESTEROL 


BEFORE 


AFTER 
Rx 


SYNDROME 
Rx 


BEFORE 


AFTER 
Rx 
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H YPOMETABOLIC 


BEFORE 


THYROTOXIC 


AFTER RX 


symptoms 


of 
free, hearing improved 


SYMPTOMS 
Vertigo and tinnitus 


ree 


rhinitis, 


CLINICAL 
polyposis, facial edema 


BEFORE Rx 


chronic 


The unravelling of that side of the 
mechanism of euthyroid hypometabolic 
syndrome and of thyrotoxic hypo- 
metabolic syndrome leads to the follow- 
ing conclusions: 


or 15 years bronchial 


asthma, 
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1. Diagnostically 

Radioactive iodine (I'5!) uptake and 
PBI values in blood should show no de- 
viations or, if any, PBI may be elevated 
in tryrotoxic hypometabolic syndrome 
(table XI). The diagnostic criteria of 
hypometabolism should be based on the 
following findings: 


a. Clinical symptoms of hypothyroidism 
intermingled with symptoms of hyper- 
thyroidism in thyrotoxic hypermeta- 
bolic syndrome, associated with nor- 
mal radioactive iodine (I's!) uptake 
and normal or high PBI values (in 
thyrotoxic hypometabolism ) 


b. Oxygen uptake, measured by basal 
metabolic rate (BMR) after seda- 
tion,* usually depressed 


c. The following tests: 


(1) Glucose tolerance test, showing 
low values and flat blood sugar curve 
(in the present series was found in 
60.3 per cent) consistent with hypo- 
thyroidism 


(2) Blood cholesterol (above normal 
values in the present series in 71.4 per 
cent ) 


(3) Creatinine in blood (not uncom- 
monly below normal in hypothyroid- 
ism ) 


d.A successful therapeutic trial with 
tri-iodothyronine. 


2. Therapeutically 


Thyroxine and dessicated thyroid 
gland powder are of no therapeutic 
value in hypometabolism and in thyro- 
toxic hypometabolism, because these 
substances cannot penetrate the interior 
of cells. The treatment of choice in these 
thyroid hormone deficiencies (at the 


*BMR without sedation was regarded in this study 
as a worthless diagnostic procedure. The technique 
of sedation: 200 mg. phenobarbitone at ten o'clock 
on the night preceding the test, and 100 mg. in the 
morning, one hour before the test. 
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TR. AM, 
ACAD. OPHTH, 
cellular level) is tri-iodothyronine.* Tri- 
iodothyronine was administered two 
ways: 


a.In patients of the older age group 
(ages 41 to 76) the initial dose was 
15 micrograms for every twenty-four 
hours to three weeks; thereafter, if 
required, the dose was gradually in- 
creased to 75 or 100 micrograms per 
day. Higher doses were prescribed 
only in a few selected cases because 
of the danger of auricular fibrillation. 
As soon as hypometabolic symptoms 
were alleviated, the dose was reduced 
to 5 or 10 micrograms a day as a 
maintenance dose. 


b. In young and middle aged individuals 
(ages 5 to 40) an initial dose of 75 
to 100 micrograms of tri-iodothy- 
ronine was given every twenty-four 
hours in most of the cases. This was 
continued for two or three days in 
order to restore rapidly the thyroid 
hormone to the cellular space depleted 
of the hormone. At this period the pa- 
tients were closely watched and, if 
necessary, the dosage regulated. When 
symptoms of thyroid hormone defi- 
ciency were controlled, the dose was 
reduced to 5 or 10 micrograms a day 
as a maintenance dose. In the thy- 
rotoxic hypometabolic syndrome, de- 
spite the presence of symptoms of hy- 
perthyroidism and high value of PBI, 
tri-iodothyronine was given in larger 
doses: 


(1) It refills the cellular space which 
was depleted of hormone because the 
intrinsic thyroid hormone could not 
penetrate there. 


(2) It corrects the enzymatic dyscra- 
sia in the target organ. | 


(3) It damps down the intrinsic ex- 
cessive output of thyroid hormone and 
thereby lowers the elevated circulat- 


*Smith, Kline & French. 
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ing thyroxine (PBI) and alleviates 
thyrotoxic symptoms (table XI). 


Next in frequency to thyroid hor- 
mone deficiency were sex gland disturb- 
ances associated with allergic reaction. 
Of 27 patients (17.3 per cent), 23 were 
women with infertility as the chief 
complaint. All 27 patients belonged to 
the hypometabolic group, and 6 of them 
had signs of pituitary gland deficiency. 
Whether the gonadal dysfunction was 
primary or secondary to pituitary or thy- 
roid deficiencies was a difficult question 
to answer. 


Parathyroid gland dysfunctions as 
assessed by calcium, phosphorus, alka- 
line phosphatase and total protein values 
in blood were not sufficiently constant to 
be conclusive. 


SUM MARY AND CONCLUSIONS 

1. Allergic diseases belong to the path- 
ogenic group which may be denomi- 
nated as “enzymatic diseases.” 


Three main factors causing enzy- 
matic dyscrasia leading to allergic 
reactions are (a) exposure to enzy- 
matic inhibitors, (b) endocrinopathy, 
(c) heredity. 


3. The mechanism of operation of these 
factors is presented. 


4. In two hundred and_ twenty-nine 
cases of selected allergic reaction re- 
fractory to the usual antiallergic ther- 
apy endocrinopathy was found to be 
the underlying pathologic change: 
200 of the 229 cases responded fa- 
vorably to the correction of the un- 
derlying hormonal imbalance. 


5. Allergic diseases of the ear, nose 
and throat with endocrinopathy as 
the underlying disorder are only part 
of the general disease in which the 
whole organism is involved. Their 
treatment must be a joint effort of 
otolaryngologists and endocrinolo- 
gists. 


6. The most common endocrinopathy 
found in the 229 presented cases of 
allergy was the euthyroid hypo- 
metabolic syndrome, a special form 
of hypothyroidism at the cellular 
level. 


NI 


One case of thyrotoxic hypometa- 
bolic syndrome was described: co- 
existing symptoms of  hyperthy- 
roidism and hypothyroidism in one 
clinical entity, the mechanism of 
which is discussed. 


8. A suggested routine therapy for al- 
lergic diseases should proceed along 
the following lines: 


a. High protein diet (mainly animal 
proteins) calorically according to 
the ideal body weight; with elimi- 
nation of those proteins to which 
the patient is clinically sensitized 

b. Supplementation with vitamins A, 
B complex, C and D 


c. Initiation of sequential adaptation 
of enzymes (desensitization) by 
using optimal dosage of specific 
antigen (Hansel method) 

d. Blocking of the toxic enzymatic 
system by means of antigenic an- 
alogues?! 


e. Supplementation with proper hor- 
mones in cases of allergy with en- 
docrinopathy as underlying disease 


f. Symptomatic therapy to control se- 
vere symptoms in the acute form 
of allergy 


g. Tri-iodothyronine as the drug of 
choice for euthyroid hypometa- 
bolic syndrome and_ thyrotoxic 
hypometabolic syndrome, condi- 
tions commonly present in allergic 
patients who fail to respond to 
the usual allergic management. 
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DISCUSSION 


I would like to have Dr. Godlowski say a 
few words about the dosage of tri-iodothyro- 
nine; how to start the treatment and how to 
replace the medication of thyroid dessicated 
powder with tri-todothyronine. 


Dr. GopLowskr: The dosage of tri-iodothy- 


ronine, as in any other treatment, fluctuates 
from case to case according to clinical find- 
ings. In young individuals I start the treat- 
ment with 25 micrograms three times a day 
after meals. By young individuals, I mean 
patients between the ages of 6 and 40; when 
the patient is 40 or above, the initial dose must 
be much lower to avert the possibility of side 


= “ 

45 

= 

j 6 

= 

ane 

48 

wee 

| 

- 
| 

38. 


862 


effects, particularly cardiovascular complica- 
tions such as auricular fibrillation, cardiac 
failure, nervous irritability, and insomnia. 
For this reason, for patients in middle age and 
older I start tri-iodothyronine therapy with 
5 micrograms three times a day after meals. 
After tolerance is established, the dosage has 
to be adjusted in all groups according to the 
existing symptomatology; in the young age 
group, if symptoms of thyroid deficiency sub- 
side, the dose has to be gradually reduced to 
the maintenance dose, usually 10 micrograms 
a day, and in the older age group 5 micro- 
grams a day. On the other hand, there are 
cases which are extremely resistant even to 
tri-iodothyronine. | have one case in mind 
which responded neither to tri-iodothyronine 
nor to tri-iodothyronine-L-thyroxine therapy 
until the dosage of tri-iodothyronine reached 
500 micrograms per day. Of course in such 
extreme cases the patient must be hospitalized 
and carefully watched for circulatory side 
effects. In changing from thyroid dessicated 
powder to tri-iodothyronine, the following 
points have to be kept in mind: If thyroid 
dessicated powder is helping satisfactorily, 
then there is no need for a change. If it is 
10t working, it means that the tissues are de- 
pleted of thyroid hormone. The treatment with 
thyroid powder should be stopped and _tri- 
odothyronine started immediately. The active 
substance in dessicated thyroid powder is thy- 
roxine, and several days are required to ini- 
tiate the biological action of thyroxine. The 
exact explanation of this delay in thyroxine 
action is not very clear; probably its conver- 
sion into tri-iodothyronine requires mobiliza- 
tion of the enzymatic system which causes the 
removal of one atom of iodine from thyroxine. 
We do not know where the de-iodination of 
thyroxine takes place, but we have reason to 
believe that this happens in the cellular mem- 
branes and that this process is enzymatic. If 
this enzymatic process is blocked by an en- 
zymatic inhibitor, circulating thyroxine can- 
not reach the interior of the cells and a para- 
doxical situation develops; the thyroid gland 
is functioning adequately, the amount of thy- 
roxine is normal, but the cells are deprived 
of thyroid hormone. This is the condition de- 
scribed as “euthyroid hypometabolism’’; for 
these cases, tri-iodothyronine is the drug of 
choice. 


Those of us who are treating allergies are 
impressed by the occurrence of true colds in 
the allergic patient and how in many of these 
patients the allergy improves thereafter. We 
believe that these patients are hypothyroid and 
that those who do not wmprove are hyperthy- 
roid. Why? 


Z. Z. GODLOW SKI 


TR. AM. 
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Dr. Goptowsk1: Colds, any fever or intec- 
tion, represent a factor of stress; and we 
know that stress response leads to the hbera- 
tion of cortical steroids, among which are 
those similar to cortisone. Thus, this tempo- 
rary improvement after the nonspecific stress 
of infection may be explained by the antiphlo- 
gistic action of glucocorticoids. The degree of 
response of the cortex depends on many fac- 
tors, e.g., the degree of the infection releasing 
the stress phenomenon and the actual capacity 
of the cortex itself to yield glucocorticoids. | 
do not know why your hypothyroid patients 
responded to nonspecific stress stimuli nor 
why hyperthyroid patients did not respond; 
are you really sure that these cases were hypo- 
thyroid and hyperthyroid, or is it only your 
clinical impression? Theoretically, they both 
should respond. 


Is there any incompatibility between organic 
iodine taken orally and cytomel? 


Dr. Goptowskt: No. there is not. 
iodothyronine is also an organic iodine. 


Tri- 


What are the reliable tests for the evalua- 
tion of thyroid function which can be made 
in the office of the otolaryngologist? 


Dr. Goptowsk1i: Drs. Shambaugh, Derlacki 
and Harrison were doing a regular BMR test, 
but since we are working together on the 
problem of metabolic disturbances in otorhino- 
logical diseases, the technique has been altered. 
Each suspected case goes through a battery of 
tests; so far as the thyroid gland is concerned, 
the following tests are done: sedated BMR, 
blood cholesterol, glucose tolerance test, blood 
PBI, creatinine and total proteins with A/G 
ratio. Only in special cases we do I[!5! uptake 
by the thyroid. Here I would like to add a few 
words about the value of a sedated BMR. Its 
technique is simple and it can be done in a 
well organized private office. At ten o'clock on 
the night before the test is scheduled, the pa- 
tient receives 3 grains of phenobarbitone or 
any equivalent sedative of this group; and 
the next morning, one hour before the test, 
takes another 1.5 grains. Most of the patients 
sedated in this way are drowsy when they ar- 
rive at the office. Patients are warned not to 
drive a car during this stage. After ten to 
fifteen minutes rest on the couch in the office 
the test is done. A comparison between sedated 
and nonsedated BMR’s shows a significant 
difference. An excellent study on this subject 
has been done in California; anyone interested 
in it can find it in the Medical Journal of the 
State of California for 1955. 
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In certain cases where laboratory results 
are completely negative, yet there are symp- 
toms suggesting hypometabolism, a therapeutic 
trial with tri-iodothyronine is made as a last 
resort. 


Dr. GoLpbMAN: Recently a lot has been 
written about patients over 60; the problem 
which imterests us concerns the lowered an- 
drogen-estrogen content and hypofunction of 
the thyroid gland. Which one is first? 


Dr. GopLtowskIi: One often faces the prob- 
lem of polyglandular imbalance. This is a com- 
mon finding in clinical endocrinology; the 
most difficult diagnostic task is to find out 
which is the primary disturbance and to what 
degree the glands have secondary involve- 
ment. Often we are not able to answer these 
questions, If the primary pathogenetic dis- 
turbance can be unravelled, the main thera- 
peutic effort is directed toward that end. Let 
us Say a young woman is suffering from 
amenorrhea; the metabolic study shows a sig- 
nificant thyroid deficiency, but no organic le- 
sions can be found in the genitalia which 
would explain the arrest of menstruation. The 
thyroid dysfunction would be considered as 
the primary disturbance. Accordingly thyroid 
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hormone substitution in the form of L-thy- 
roxine or L-tri-iodothyronine would be given, 
and not uncommonly this would suffice to re- 
store the menstrual cycle. Sometimes, how- 
ever, a supplementation with estrogen/pro- 
gesterone cyclic treatment is required. In the 
postmenopausal age group in women and in 
the same age group in men, thyroid deficiency 
at the cellular level is very common; so much 
so that it may be considered as a physiologic 
phenomenon (or one of the causes) of aging. 
The same applies to the sex hormones, al- 
though perhaps not to the same degree. All 
these hormones belong to the so-called meta- 
bolic hormones, and deficiency in these would 
lead to the slowing of the metabolic processes 
which are “physiologic” in aging. Which one 
is more important? Or which one is the pri- 
mary cause? The answer is that both are im- 
portant because hormonal actions are of the 
chain-reaction type. Deficit in one affects the 
action of the other. In conclusion, if the indi- 
vidual over 60 exhibits any signs of im- 
pairment of metabolism, _ tri-iodothyronine 
should be administered, but it should be sup- 
plemented by an estrogen/androgen sex hor- 
mone cocktail. Tri-iodothyronine alone or sex 
hormone alone could not replace the combina- 
tion. 
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THE MODERN MANAGEMENT OF NASAL POLYPOSIS 


WALTER E. Owen, M.D. 
PEORIA, ILLINOIS 


Tue problem of nasal polyposis is 
one which has received a great deal of 
attention by the otolaryngologist. The 
gross and microscopic pathology has 
been described. Various surgical proce- 
dures have been popular in treatment. 
When allergy became apparent as a 
major factor in the development of 
polyps, many otolaryngologists began to 
use antiallergic therapy in their prac- 
tices. 


Antihistamines provide a chemothera- 
peutic method of treating allergy but 
have little or no effect on nasal polypo- 
sis. More recently, ACTH, cortisone, 
hydrocortisone and prednisolone have 
proved quite useful in reducing the size 
of polyps and in retarding their growth. 
However, their effect is only temporary 
and only on the reversible diseased tis- 
sue. 


Grossly, polyps are classified in groups 
of I to IV depending on their size and 
degree of obstruction: 


Group I comprises small meatal polyps 
with no pedunculation. 


Group II comprises somewhat larger 
polyps with pedunculation. 


Group III comprises large meatal 
polyps obstructing the meatus and the 
sinus ostia, partially obstructing the 
breathing space. 


Group IV comprises large polyps ob- 
structing breathing completely, often 
protruding from the nares. They some- 
times can be seen without the aid of a 
nasal speculum. 


Presented at the Special Program of the American 
Society of Ophthalmologic and Otolaryngologic Al- 
lergy, Oct. 18, 1957, Chicago. 


864 


Generally, polyps appear pearly gray 
and glistening, with marked edema. 
Some polyps, however, exhibit an in- 
flammatory reaction usually due to sec- 
ondary infection and vascular infiltra- 
tion; others may exhibit crusting and/ 
or surface ulceration. 


The histopathologic changes which oc- 
cur in nasal allergy and polypoid de- 
generations have been thoroughly de- 
scribed by Hansel'! and more recently 
by Semenov.!> These changes take place 
in the three constituents of the mem- 
brane: the epithelium, basement mem- 
brane and the tunica propria or subepi- 
thelial layer. The epithelial layer often is 
entirely absent or may show hyperplasia. 
At times both may occur in the same 
specimen; usually there is a loss of the 
ciliated cells and on some occasions 
there is an alteration to squamous epi- 
thelium, also a marked ‘increase in the 
number of goblet cells. 


The basement membrane is_ usually 
thickened in allergic polyposis, but it 
may be edematous with some widening 
between the cellular elements, or entire- 
ly absent. 


The most marked changes occur in 
the tunica propria or the subepithelial 
layer which is characterized by edema 
and cellular infiltration of eosinophils 
and fibroblasts. The capillary bed, fi- 
brous connective tissue and glandular 
structures are in this area. 


Edema is caused by increased capil- 
lary permeability. This takes place first 
in the area just below the basement 
membrane where the capillaries are 
most abundant. The tendency toward 
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polyp formation is the greatest when 
marked edema has persisted. The con- 
nective tissue becomes so filled with 
fluid that the intercellular spaces widen 
and polyps form. The cellular infiltra- 
tion is most marked just below the level 
of the basement membrane ; the eosino- 
phils are most numerous and abundant. 
However, lymphocytes and plasma cells 
are also noted in this area. 


I believe that most polypoid changes 
in the nasal and sinus mucous mem- 
branes are due to allergies and that fail- 
ure to treat the allergy properly is often 
responsible for the recurrence of these 
growths. | am willing to admit, how- 
ever, that they sometimes seem to re- 
cur no matter what approach is used. 
This only means that continued investi- 
gation of improved methods of therapy 
is necessary in order to discover the 
proper treatment. 


Proper management of the allergic 
patient requires a complete clinical his- 
tory followed by an adequate physical 
examination and the essential laboratory 
procedures. 


Seventy per cent of the family his- 
tories reveal that one or both parents of 
the patient have allergic manifestations. 
This is particularly true of children who 
are accompanied by their parents. Adults 
often lack this information, but a history 
of catarrh or asthma in parents or 
grandparents is valuable. 


A past history of frequent head colds, 
one cold right after another, nasal poly- 
posis, certain food intolerances or cer- 
tain types of headaches and dermatitis 
may be an indication of allergy. 

The present history should include 
how long nasal symptoms have persisted 
and how long there has been nasal ob- 
struction with difficulty in breathing. 


Very few patients with only seasonal 
allergic rhinitis develop nasal polyps. 
The probable reason for this is the short 
duration of the pollen seasons. Polyps 
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are more apt to occur in those who have 
a perennial nasal allergy. 


An extensive and detailed question- 
naire as proposed by Anderson and 
Rubin! is very useful in the period of 
investigation. It provides the patient 
with something which will stimulate his 
own thinking of his problem and save 
considerable time for the physician. 


Special inquiry should be made as to 
the animal contact, birds and household 
pets, bed pillows and covers and in- 
creased symptoms by the ingestion of 
certain seasonal foods. 


A careful review of the clinical his- 
tory will often reveal the major cause 
and will make it a more simple problem 
to discover the secondary causes. Dur- 
ing the period of severe symptoms, the 
secondary causes may become more in- 
tensely allergenic, and if not controlled, 
may defeat the entire course and plan 
of treatment. 


Farmers are prone to develop nasal 
polyps. The probable explanation for 
this is that they are constantly exposed 
to great amounts of dust and mold while 
carrying on their daily activities. 

Cytologic study of the nasal secretions 
should be made as recommended by 
Hansel.'! Using the Hansel stain, he de- 
termines the relative degree of eosino- 
phils or neutrophils present and thus is 
able to differentiate allergy from infec- 
tion. 


Bryan and Bryan, using Papanic- 
olaou stain, were able to study the vari- 
ous cellular components of nasal secre- 
tions in acute infections and suggest 
further investigation in relation to viral 
and allergic factors in the common cold. 


Roentgenologic studies of the para- 
nasal sinuses are essential; they can of- 
fer the clinician valuable information in 
the differential diagnosis between al- 
lergy and infection. Marked clouding of 
a single sinus or group of sinuses indi- 
cates infectious sinusitis; mild clouding 
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of all the paranasal sinuses indicates an 
allergic condition. Masses seen in the 
sinuses, particularly the antra, should 
receive additional attention with the dif- 
ferential diagnosis being either mucocele, 
polyps or true neoplasms. 


Skin testing should begin with at least 
sixty of the most common allergens and 
easily can be increased from this num- 
ber when necessary. Inhalant factors 
are most often responsible for upper 
and lower respiratory symptoms and the 
development of nasal polyps. However, 
food allergens sometimes play a definite 
role and must be thoroughly considered. 


Desensitization therapy should be in- 
stituted as soon as possible in an effort 
to bring the allergic problems under 
control. This can be brought about with- 
out a great deal of difficulty and when 
accomplished will make handling the rest 
of the problem much easier. 


I prefer the low optimum dosage or 
maintenance dosage therapy as recom- 
mended by Hansel'! to the more con- 
centrated or buildup dosage used by 
some others. When using low dose ther- 
apy the chance of local and constitution- 
al reaction is negligible. The dilutions 
vary between 1:1,000,000 and 1 :1,000,- 
000,000. When once the proper dilution 
and dosage have been reached, the dos- 
age should remain the same and the in- 
terval between injections increased. 


Antihistaminic drugs as well as the 
sympathomimetic drugs such as ephed- 
rine and epinephrine are still quite use- 
ful in control of allergic symptoms, but 
then only as long as they are adminis- 
tered continuously. 


About seven years ago, many reports 
were made on the beneficial effects of 
ACTH and cortisone in the treatment of 
allergic  Bordley? 
and his associates were the first to re- 
port on the local use of these prepara- 
tions in the nose for the treatment of 
nasal polyps. They noted a definite 
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change in the color and edema of the 
polyps and a reduction in their size, but 
found that the polyps returned in two to 
eight weeks when medication was dis- 
continued. 


Wall and Shure!’ injected a suspension 
of cortisone directly into the inferior 
turbinates of fifty-two patients with 
nasal allergy, and noted the subjective 
relief was excellent in forty-two of these 
patients. Of this group, five had asso- 
ciated nasal polyps; of these five, all 
showed marked subjective relief but 
Wall and Shure could observe no change 
in the polyps. 

Williams!*-”° states that Rose observed 
eight patients with nasal polyps, six of 
whom improved when treated with 
ACTH and cortisone. He also discusses 
the varied unfavorable results of this 
type of therapy. Lake and Williams in- 
jected 0.2 cc. of hydrocortisone ace- 
tate daily into all visible polyps; no ef- 
fect was evident after two weeks. In 
commenting on the results, Williams 
concludes that nasal polyposis is essen- 
tially a collagen disease. Adenomyxoma- 
tous polyps may be reversible in their 
early stages, but they become fibrosed 
after long standing and will not recede 
even though the allergic stimulus has 
been removed. 


Evans’*® gave an extensive report of 
seventy-seven patients whom he treated 
with a solution of Cortogen and Chlor- 
Trimeton and Cortogen intranasal drops. 
He obtained good to excellent results in 
the majority of cases. More recently, he 
has reported further studies which in- 
clude the use of prednisolone with equal- 
ly good results. 

Smith'’ injected hydrocortisone ace- 
tate into the submucosa of the inferior 


turbinates ; it was of little benefit in the 
treatment of nasal allergies. 


Silcox'® used hydrocortisone free al- 
cohol in his treatment of nasal polyps 
because of its greater solubility. Objec- 
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tive results reported included any reduc- 
tion of tissue edema, changes in color 
and appearance, and the disappearance 
or shrinkage of the polyps. Silcox con- 
cluded that the hydrocortisone alcohol 
exerts a potent anti-inflammatory ac- 
tion and is valuable in the reduction in 
the size of nasal polyps. 


I treated thirty-five patients by inject- 
ing hydrocortisone free alcohol directly 
into the substance of the polyp.'* Pre- 
treatment and post-treatment biopsies 
were done to compare the polyps. 


Pretreatment biopsies revealed a typi- 
cal nasal polyp with edema, eosinophils, 
lymphocytes and plasma cells in varying 
amounts. Polyps of the higher grades 
contained increasing quantities of fibrous 
tissue, cystic changes and glandular ele- 
ments. 


The treatment consisted of injection 


of 0.5 cc. of hydrocortisone free alcohol 


into the polyp or polyps on three occa- 
sions at weekly intervals. The size was 
markedly reduced in all polyps. Five of 
these were classiued as Group I. On the 
third visit, three patients had no visible 
polypoid tisue. These patients have been 
under observation for the past four 
years and have had mild recurrences; 
however, one or two injections will usu- 
ally reduce the size of the polyps or 
cause them to disappear and the patients 
remain comfortable. 


The higher grade polyps and those 
showing lobulation decreased in size but 
did not disappear. 


Post-treatment biopsies, in all in- 
stances, showed a reduction of the edema 
and cellular elements; however, the fi- 
brous, glandular or cystic changes which 
were noted on the pretreatment biopsies 
did not decrease. 

This method of treatment has been 
used for small, allergic, meatal polyps, 
with only a change in the amount of hy- 
drocortisone free alcohol necessary for 
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injection. More than 0.1 cc. to 0.15 ce. 
is seldom necessary in order to obtain 
satisfactory results. 


[ have now treated thirty patients with 
Group | polyps, including the five in the 
original group. The patient’s acceptance 
of this method of treatment has been 
quite gratifying. 


Patients with polyps of the higher 
groups do not respond as well to this 
method of treatment. Some patients 
with Group II polyps who have under- 
gone previous surgical treatment and 
do not have obstruction can be kept com- 
fortable and asymptomatic by the com- 
bined regime of desensitization and oc- 
casional local injection of the polyps. 


In treating polyps of Groups III and 
IV, where breathing is obstructed and 
roentgenograms give evidence of sinus 
involvement with or without polyps 
and/or infection, surgical treatment 
must be considered as the first approach 
to a complex problem. If there is roent- 
genographic evidence of sinus tnvolve- 
ment, the intranasal approach with re- 
moval of the polypoid tissue and those 
ethmoidal cells from which they arise, 
should be adequate. Careful considera- 
tion should be given to any choanal 
polyps or mulberry turbinal tissue pres- 
ent. If empyema of one or both antra is 
present, a nasoantral window should be 
considered. In cases of polyps or mu- 
coceles in the antra, the Caldwell-Luc 
approach is probably most satisfactory. 
The external approach is seldom neces- 
sary unless a marked pansinusitis is 
present which can be treated by no other 
means. 


Acute allergic phases frequently oc- 
cur after massive exposure to sensitiz- 
ing antigens, such as ragweed pollen 
during the hay fever season. Surgical 
treatment should be deferred until this 
acute phase has passed or has been 
brought under control. 
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SUMMARY 


Nasal polyps, in most instances, are 


considered to be a manifestation of nasal 
allergy. The pathologic picture, however, 
often varies from pure allergy to marked 
infection. Complete examination of the 
patient is essential. 


The proper treatment comprises nec- 


essary surgical procedures, adequate al- 
lergic therapy and proper medical man- 
agement, which includes the use of the 
steroids. 
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DISCUSSION 


Guy A. Owstey, M.D., Hartford City, 
Ind.: Dr. Owen has discussed clearly the mod- 
ern management of nasal polyposis, but he 
has also reviewed the histopathology, gross 
pathology, and methods of diagnosis in a con- 
cise manner. 
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My remarks will be confined to manage- 
ment because of my clinical interest in this 
subject. Surgical removal of nasal polyps 
quickly establishes an airway. | am sure all 
of us have followed this procedure. | am not 
willing to wait for the effect of corticosteroids 
or any other chemotherapeutic agent, and I 
am sure many of our patients would go else- 
where if their nasal obstructions were not 


quickly relieved. Step one in management is 
an early restoration of the airway. Step two 
consists in making a diagnosis; when allergy 
is the cause, the optimum dosage method of 
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desensitization and necessary elimination diets 
are started at once. If polyp remnants are not 
obstructive, they are injected with a cortico- 
steroid. Antihistamines are usually given for 
from four to six weeks, or until the patient 1s 
entirely comfortable. 

Injectable corticosteroids can be used in 
treating seasonal allergic vasomotor rhinitis 
without polyposis. I give a submucous injec- 
tion of 0.1 cc. of injectable steroids and sup- 
plement treatment with antihistamines. How- 
ever, desensitization has not been abandoned 
in favor of this type of management. 
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ALLERGIC DERMATOSES IN 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 


KENNETH L. Crarr, M.D. 
INDIANAPOLIS, INDIANA 


OTOLARYNGOLOGISTS and ophthalmol- 
ogists frequently must treat various 
types of dermatitis. Many of these skin 
lesions are due to allergies and can be 
classified under two main _ headings: 
(1) the contact type, or dermatitis 
venenata, from direct external exposure 
to the offending substance and (2) atop- 
ic dermatitis, the internal or intrinsic 
type, from absorption of foods or drugs 
from the alimentary tract or from the 
parenteral use of drugs. 


The local symptoms of allergic der- 
matitis range in intensity from mild 
itching and dry flaking of the skin to 
severe excoriation and ulceration accom- 
panied by painful swelling and copious 
weeping and outpouring of serous exu- 
date. Systemic effects, such as general 
malaise, increased blood eosinophilia, 
chills, and fever, may accompany and 
complicate the local reaction and greatly 
increase the discomfort of the patient. 


A complete history is the most impor- 
tant part of the examination, both in 
order to establish a general diagnosis of 
allergy and to discover the particular al- 
lergenic substance responsible for the 
dermatitis. Some problems can be solved 
by evaluating the history alone. Atopic 
dermatitis has a hereditary background ; 
often the patient’s family has a history 
of hay fever or asthma. Patch tests 
usually give negative results, but the pa- 
tient with a true atopic dermatitis often 
will react to intradermal or scratch tests 
with food and inhalant proteins suggest- 
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ed by the history. Heredity is not a fac- 
tor in contact dermatitis. Scratch and 
intradermal tests usually give negative 
results but the patient commonly reacts 
to patch tests. 

The common sources of many of the 
causative agents of allergic dermatitis 
are: 


1. Contact Type 

a. Cosmetics—creams, lotions, rouge, 
lipstick, hair dyes and rinses, nail 
lacquers, perfumes 

b. Danders — feathers, pets, human 
dandruff 

c. Drugs — penicillin, sulfonamides, 
sulphur, mercury, antihistamines, 
local anesthetic agents, antipru- 
ritics, nose drops 


d. Plants—ivy, oak, etc. 

e. Pathogenic Molds—Trichophyton, 
Monilia 

f. Industrial agents —dyes, gums, 


plastics, lacquers, glues, resins, 
rubber 

g. Clothing—silk, wool, nylon, rayon, 
furs 

I 


1. Dentures 


. Soaps—detergents, dentifrices 


}. Metais—nickel 
k. Insecticides 


Atopic or Intrinsic or Internal 
a. Foods 
b. Drugs 
The following case reports illustrate 
a few of these allergic reactions of the 
contact type: 
One of my patients, a young man 
with a history of allergy, developed se- 
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vere attacks of eczema affecting the ex- 
ternal ears and surrounding areas. The 
attacks were intermittent, with intervals 
of spontaneous remission, and alternated 
from one side to the other. Seldom were 
both ears affected at the same time. The 
history revealed that the lesions recurred 
promptly after the young man had spent 
the evening with his fiancee. I finally de- 
termined that he was sensitive to henna 
used in a hair rinse by the young lady. 
This is a rather unusual example of con- 
tact sensitivity to cosmetics since the pa- 
tient 1s usually the person who has used 
the cosmetic. 


One patient complained of much itch- 
ing, burning, crusting and flaking of the 
evelids, present for seven years. A de- 
tailed history revealed that the condition 
had suddenly become much worse a few 
months before, after the patient had 
slept on a feather bed during his vaca- 
tion on a farm. Following this clue, 
feather contact, as in pillows, etc., was 
removed and the symptoms were entire- 
ly relieved within a short time. This was 
the only treatment needed for relief, al- 
though the patient was known to be sen- 
sitive also to several foods and to house 
dust, cigarette smoke and newsprint. 


A young woman consulted me com- 
plaining of discharge from the ear which 
had persisted intermittently in spite of 
two radical mastoid operations. Sul- 
fonamide powder used in the ear to com- 
bat this condition caused prompt local 
reaction with profuse outpouring of 
exudate, and swelling, redness, pain and 
severe excoriation involving the skin of 
the canal and external ear. This same 
result followed the use of sulfa when it 
was used a second time, for verification. 
Also, the same local reaction in the ear 
developed when sulfa was used inter- 
nally for another condition. This is a 
rather unusual example of both contact 
and atopic sensitization to the same al- 
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lergen, the reaction, in each instance, 
occurring in the same area. 7 


A 15-year-old boy with a history of 
allergy was brought to me with the com- 
plaint of recurrent tenderness and swell- 
ing of the gums, lips and tongue. The 
history revealed that these attacks 
cleared up spontaneously within two or 
three days and always followed periodic 
visits, every four months, to a prophy- 
lactic dentist. Upon inquiry, I learned 
that the dentist used penicillin locally 
each time he cleaned the boy’s teeth. Af- 
ter the use of the drug was discontinued 
the boy had no further trouble of this 
kind. 


An example of contact dermatitis due 
to an industrial agent was seen recently 
in the case of a man who complained of 
conjunctivitis, and itching, inflammation 
and swelling of the eyelids. He also suf- 
fered from seasonal hay fever and from 
perennial rhinitis. The history revealed 
that the eye symptoms had been present 
for three years, starting soon after he 
became editor of a trade journal, and 
that absence from work, as on vacations, 
etc., resulted in spontaneous improve- 
ment. With these clues it was not diff- 
cult to trace the cause to a rubber cement 
handled by the patient in pasting up the 
galley proofs of his trade magazine. The 
use of another type of cement resulted 
in complete recovery. 


[The following examples of both con- 
tact and atopic sensitization were illus- 
trated by slides. | 


A middle-aged woman who wished to 
beautify herself used bluing upon her 
hair to give it a lustrous silvery sheen. 
However, undesired effects were numer- 
ous itching swollen eczematous lesions 
affecting the scalp, ears, face, neck and 
shoulders. 


A man with a severe case of otitis 
externa was given penicillin both locally 
in the ear and parenterally. Shortly af- 
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terward, on the same day, a severe re- 
action developed in the skin of the ear 
and eyelids and spread rapidly to the 
rest of the face. I first saw the patient 
two months later. His ear, eyelids and 
face were swollen and extensive branny 
desquamation involved the skin of this 
area. The patient was acutely ill. He 
could not work, could not eat, had lost 
much weight and looked, and felt, mis- 
erable. 


He had received much treatment of 
various sorts but nothing had helped. He 
was hospitalized and intravenous injec- 
tions of histamine were given. Early im- 
provement resulted and the treatment 
was stopped within a few days. He soon 
suffered a relapse, however, and was 
rehospitalized for more intravenous his- 
tamine therapy. This procedure was re- 
peated three different times. After the 
patient’s third dismissal from the hospi- 
tal, histamine injections were continued 
by the subcutaneous route, with gradual 
reduction in dose and frequency over a 
period of one month. The symptoms 
did not disappear completely until five 
months after onset. 


Infection of the external ear with 
pathogenic molds occurs occasionally. 
Differentiation from bacterial infection 
(usually from Pseudomonas aeruginosa) 
can be made by culture and by cytologic 
examination of the aural discharge. One 
case proved to be due to mold infection 
and responded well to treatment with in- 
jections of an extract of Trichophyton, 
Monilia and Epidermophyton. 


Some individuals are sensitive to met- 
al contacts. Usually this is due to nickel, 
which is present in practically all metal- 
lic alloys. One woman had a severe re- 
action on the ear lobes and neck because 
she was sensitive to her earrings. 


Severe otitis externa can be caused by 
sensitization to various food proteins. 


Sensitization to nut meats is not un- 
common. Angioneurotic edema involved 
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one patient’s face every time he ate 
Brazil nuts. 


In the industrial field, workers in 
plastics frequently develop dermatologic 
lesions. Severe reactions about the eye- 
lids and face were suffered by a factory 
employee who handled this material in 
his daily work. Frequently the plastic 
substance does not affect the relatively 
tough skin of the hands or fingers, but 
will cause this type of reaction about the 
ears, eyelids and face as the sensitized 
individual rubs his fingers over the more 
delicate and less resistant skin of these 
areas. 


In the treatment of allergic derma- 
titis it is wise to discontinue all of the lo- 
tions, ointments and other drugs which 
the patient may be using. These treat- 
ment measures evidently have been in- 
effective and the patient even may have 
become sensitized to various drugs to 
which he has been exposed. 


The best treatment by far, of course, 
is total elimination of contact with the 
offending allergen if this can be identi- 
hed and if it is of such nature that it can 
be removed from the patient’s environ- 
ment. If this is not possible, attempts at 
hyposensitization should be made by in- 
jections of an extract of the offending 
substance, if it lends itself to this type 
of treatment. Sometimes a certain food 
is too important or too difficult to re- 
move from one’s diet, in which case hy- 
posensitization to the food may be tried. 
Hyposensitization to food proteins can 
be accomplished in spite of reports to 
the contrary and warnings that such 
procedure is too risky to attempt. 


Nonspecific treatment often is valu- 
able in supplementing specific measures 
of therapy. Staphylococcus toxoid given 
parenterally in small doses of 0.01 to0.50 
of a unit often is beneficial in the treat- 
ment of various skin eruptions. Anti- 
histamine drugs used both internally and 
in ointments and lotions are often of 
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value. However, patients sometimes be- 
come sensitized to these agents, especial- 
ly 1f they are used externally, and a close 
watch for this complication must be 
maintained. Soothing, antipruritic creams 
and oimtments, such as Panthoderm, 
Sopranol, Desenex and Hydrocortisone 
Acetate, often are very comforting, but 
here again secondary sensitization may 
develop and add confusion to the pic- 
ture. 

Subcutaneous injections of ACTH gel 
and internal medication with cortisone 
are sometimes very valuable in provid- 
ing quick relief, or in tiding the patient 
over an acute exacerbation of symptoms. 
However, the steroid hormones can be 
depended upon only for empirical and 
temporary relief. Their use should be 
limited, and close watch for untoward 
effects must be maintained. 


DISCUSSION 


Durwarp A. SKINNER, Newark, 
Ohio: Dr. Craft has given a very excellent 
paper on a complicated subject. The proper 
treatment requires a diagnosis, but an early 
diagnosis is not always possible in these cases. 
The causes of contact dermatitis are external. 
The treatment is avoidance, and when you 
see the acute lesions, you have to treat them 
according to stage. ; 

The causes of atopic dermatitis are inter- 
nal. The patient needs treatment of his allergy. 
These cases of contact and atopic dermatitis 
must be differentiated from other nonallergic 
cases of dermatosis, namely, seborrheic der- 
matitis, pyogenic dermatitis, neurodermatitis, 
and various skin lesions such as _ psoriasis. 
Dermatitis due to overtreatment is not as 
common as it used to be. In the past the ten- 
dency was to use too much ointment; now the 
tendency is to use too little. 

Physicians must not restrict themselves to 
the use of steroid therapy. One of the most 
severe ear infections that I have seen was due 
to the application of ear drops with steroids. 


ALLERGIC DERMATOSES 873 


The man had a severe external otitis with 
massive dermatitis. 

If the ear canal is swollen, I clean it, pack 
it, and use a wetting agent every two hours. 
I use hydrosal, a colloid solution of aluminum 
acetate, as a wetting agent. 

Certain dermatologic principles apply when 
treating acute dermatitis. When the lesion is 
wet, wet it. Use no ointment on a wet surface. 
When the lesion becomes dry, grease it. Use 
the ordinary medications of known contents; 
that is, when the lesion is wet, apply cold ap- 
plications of normal saline solution, boric acid, 
Burow’s solution, or just tap water. Use these 
applications for 15 to 45 minutes every hour. 
Starch baths may be indicated in massive acute 
dermatitis. Between applications of com- 
presses, apply an equal mixture of lime water 
and olive oil in the daytime (calamine lotion is 
too drying) and calamine linament or bismuth 
cream at night. 

When the lesion begins to heal, ichthyol, 
pine tar or coal tar may be used in such oint- 
ments as boric acid, zinc oxide, Lassar’s paste, 
or the one, two, three ointment. 

If these applications become too messy 
around the face, change to Nivea cream. 

When treating eyelid dermatitis, the physi- 
clan removes secretions from the internal as- 
pect of the eye several times a day, occasion- 
ally trom near the external canthus. As he 
removes these secretions, he carries whatever 
is on his fingers to the eyelids. 

One of the best ways to treat weeping der- 
matitis of the eyelids is by using wet com- 
presses of boric acid solution. Make the solu- 
tion by mixing half an ounce of boric acid 
and one quart of distilled water, boil and 
add two ounces of glycerin. Keep in a refrig- 
erator. 

Acne is an allergic disease. | think this 
disease is due to the oil of the fats of meats, 
especially pork, and to the chocolate and nuts. 
The first step in the treatment of acne is the 
elimination of as much of the fats as possible, 
especially pork, chocolate and nuts. 

Give vitamin A, 200,000 units a day; 100,000 
or 150,000 will not suffice. Vitamin A may 
be given in divided doses or in one dose. Use 
regular salt instead of iodized salt. Men should 
apply Sulpho-lac at night. Women can use 
resulin lotion as often as needed. This serves 
as a foundation for make up. 


J 

‘ 
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In Memoriam 


Edward John Donnelly......... Philadelphia, Pennsylvania 
October 11, 1958 


Horace Greeley Dwiggins............. Tuskegee, Alabama 
September 30, 1958 


November 9, 1958 


Charles Isaac Johnson........ Chestnut Hill, Massachusetts 
September 30, 1958 


October 6, 1958 


Altrea Lahr. Buffalo, New York 
August 4, 1958 


Louis Charles Menger........... Kew Gardens, New York 
August 19, 1958 


Wilham Ewing Shahan...............St. Louis, Missouri 
August 11, 1958 


William G. Shemeley, Jr............. Darby, Pennsylvania 
September 18, 1958 


David Edmund Staunton Wishart. Toronto, Ontario. Canada 
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COMMITTEE ON THE USE OF ALPHA CHYMOTRYPSIN 
IN OPHTHALMOLOGY 


Recently (since February 1958) the 
above named drug has been advocated 
for “enzymatic zonuolysis,” to facilitate 
the intracapsular removal of cataract in 
all age groups, by Dr. Joachim Bar- 
raquer of Barcelona, Spain. Recently 
the undersigned together with Dr. Vail, 
Dr. Maumenee, Dr. Chandler, Dr. King 
and others visited the Barraquer Clinic 
in Barcelona. There we observed the ex- 
tensive clinical use of the drug (enzyme ) 
and were impressed with its effective- 
ness. We also participated in a demon- 
stration on an eye bank eye and observed 
under magnification the actual lysis of 
the zonule. Macroscopically there was no 
apparent damage to the hyaloid face. No 
apparent effect on the endothelium, the 
iris, or the hyaloid face was observed in 
the postoperative cases we saw. How- 
ever, nO microscopic or im vitro studies 
had been done, and no double blind or 
controlled studies had been conducted 
before a full scale clinic investigation 
was launched. 


Information on this new technique has 
reached the ophthalmological population 
of the United States through an article 
in the Highlights and through the pre- 
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sentation at the Brussels meeting. Also, 
Dr. Vail asked me to collect some data 
on the use in this country; accordingly, 
he published a notice in the American 
Journal of Ophthalmology. Some mate- 
rial has been received: however, 1n its 
present form it is not useful for statisti- 
cal or clinical evaluation. 


We were impressed in Barcelona, and 
| have been impressed in my own expe- 
rience in a small series, of the following 
dangers. 


1. The primary thought we all had 
was the possibility of using the enzyme 
to facilitate intracapsular extraction in 
children, since our adult problem is a 
minimal one. This was done by Bar- 
raquer in Spain and myself in New 
York, with what I consider disastrous 
results. The enzyme is effective and the 
lenses can be removed, but the vitreous 
is readily lost following the lens remov- 
al; I feel that this vitreous loss is due 
not to the enzyme but to other surgical 
factors involved in removing a lens in 
toto in children. 


2. We have no evidence that the en- 


zyme damages endothelium: however, 
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no controlled microscopic investigation 
has been carried out on this. 


3. There have been three instances 
of delayed wound rupture in 197 cases 
observed by Barraquer despite a much 
more effective wound closure than is 
customary in this country. Therefore, 
the effect on corneal wound healing 
should be studied. 


4. Uveitis may follow the use of the 
enzyme if concentration is incorrect. 


5. Since it is a proteolytic enzyme, it 
may induce an allergic response that will 
not be evident until the second eye is 
operated upon by the same technique. 
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For these reasons, | respectfully sug- 
gest that the council set up without fur- 
ther delay a committee to control use and 
investigation of this drug before serious 
problems ensue from its indiscriminate 
use. 


The drug is now available to anyone 
by writing to P.E.V.Y.A., Barcelona. 
They are anxious, however, to cooper- 
ate with us and will ship only investiga- 
tive material to a central distributing fa- 
cility if we desire. Armour will also co- 
operate in this program until sufficient 
data can be obtained to establish the 
value of this drug. 

Ricnarp C. Troutman, M.D. 


COUNCIL MINUTES 


SIXTY-THIRD 


ANNUAL SESSION 
October 11 and 16, 1958 ~ 
Palmer House, Chicago 


Present : 

LeRoy A. Schall, F. Bruce Fralick, David 
D. DeWeese, Philip M. Lewis, Algernon B. 
Reese, Erling W. Hansen, William L. Bene- 
dict, Kenneth L. Roper, Eugene L. Derlacki, 
A. D. Ruedemann, Dean M. Lierle, Daniel 
Snydacker, Glen G. Gibson, Harold H. Joy, 
William J. McNally, Victor A. Byrnes, and 
Victor Goodhill. 


Absent: A. C. Furstenberg. 


The meeting was called to order at 9:00 
am. by Dr. LeRoy Schall, President. 
The Executive Secretary, Dr. William L. 


Benedict, gave the report of the Executive 
Secretary. 
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2. Elevations to Senior Fellowship on Janu- 
ary 1, 1958 (65 Fellows) 


Samuel A. Alexander ....Washington, D. C. 


Seeyman Laird Alexander ....Toronto, Ont., 


Canada 


Columbia, S. C. 


Charles W. Barkhorn ........ Newark, N. J. 
William Clement Behen ......Lansing, Mich. 
Thorsten E. Blomberg ........ Rockford, IIL. 
Maxwell Kurt Bochner ...... Toronto, Ont., 

Canada 
Eugene George Boss ..... Springfield, Mass. 


Charles Hugh Branigan ..Bronxville, N. Y. 


Red Wing, 
Minn. 


James Frederick Brusegard 


Norton Canfield 


..San Francisco, Calif. 
...- Buzzards Bay, Mass. 


Frederick Carl Cordes 
Clyde Robert Cowan . 


Elmer Olaf Dahl ........ Minneapolis, Minn. 
Waldo B. Dimond ...........Madison, Wis. 
Frederick James Driscoll ..Fort Lauderdale, 

Fla. 
Juan H. Fomt .......: San Juan, Puerto Rico 
Brute Fralick .......0. Ann Arbor, Mich. 


Benjamin Friedman ....... New York, N. Y. 
Manfred J. Gerstley ...... Chestertown, Md. 
William Francis Gessler ..... Fairhope, Ala. 
Arthur Clair Glover ........ Elmira, N. Y. 
William Gordon .......... Philadelphia, Pa. 
Charles Clyde Grace ....St. Augustine, Fla. 
Los Angeles, Calif. 


| 1. Fellowship (as of January 1, 1958) 
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Eugene C. Hartman ....Parkersburg, W. Va. 


Varaztad H. Kazanjian ....... Boston, Mass. 
Vincent |. Kelley ............Boston, Mass. 
John E. L. Keyes ...... Shaker Heights, Ohio 
Lowell W. King ..............Salem, Ohio 


Arthur Alexander, Knapp ..New York, N. Y. 
G. Fargo, N. D. 
Wayland Hoyt Maloy ....Shenandoah, lowa 
William Ross McAdams ....Portland, Maine 
William Carey Meloy ....Washington, D. C. 
Robert Lowry Moorhead ....Brooklyn, N. Y. 
Roy Vernon Morledge ...... Billings, Mont. 
Milwaukee, Wis. 
Walter I. Neller ........Middletown, N. Y. 
Frank Leslie Ralston ...Walla Walla, Wash. 


Herman David Scarney ...... Detroit, Mich. 
Clarence Karl Schubert ...... Madison, Wis. 
Samuel Segal, Jr. ........ Springfield, Mass. 
Samuel Selinger ....... Hackettstown, N. J. 
A. Russel Sherman .......... Newark, N. J. 
Capt. John LeRoy Shipley ....Elizabeth City, 

N. C. 


Windsor R. Smith ...... Binghamton, N. Y. 
George C. Snell ......Toronto, Ont., Canada 
Joseph A. Sullivan ....Toronto, Ont., Canada 


Thomas L. Tolan ..........Milwaukee, Wis. 
Elmer A. Vorisek ........ Des Moines, lowa 
William A. Weldon .......... Glasgow, Ky. 
David R. Womack ...........d Austin, Texas 


DeGraaf Woodman . 
W. Burbank Woodson 


.....New York, N. Y. 
Temple, Texas 


3. Elevation to:Life Fellowship on January 
1, 1958 (77 Fellows) 


St. Louis, Mo. 
Mortimer W. Blair ........ Philadelphia, Pa. 
Morton E. Brownell .......... Wichita, Kan. 
Howard E. Carruth .......... Portland, Ore. 
J. Vernal Cassady ........South Bend, Ind. 


Claude Carr Cody, Jr. ...... Houston, Texas 
Norman R. Crumrine .......... Beaver, Pa. 
Daniel S. Cunning ........New York, N. Y. 
John Calvin Davis ............ Omaha, Neb. 
John F. Deal ...............Springfield, II. 
Edward N. DeWitt ........Bridgeport, Conn. 
Kansas City, Mo. 


George B. Fernlund ....New York, N.Y. 
Frank G. Folken .........: Albert Lea, Minn. 
Valentine H. Fuchs ....... New Orleans, La. 
St. Louis, Mo. 
Bem F. Detroit, Mich. 
Laurence W. Greene .......... Denver, Colo. 
William J]. Greenfield ....Hackensack, N. J. 
Fred H. Harrison ........ Connellsville, Pa. 
Frederick T. Hill ........ Waterville, Maine 
Atras E. Jackson ........ Fort Worth, Texas 
Cecil Cain Jomes ......... Des Moines, lowa 
Edley H. Jones ............Vicksburg, Miss. 
Vincent L. Jones ............St. Louis, Mo. 
Joseph D. Kelly .......... New York, N. Y. 


Eldred W. Kennedy ....... Rochester, N. Y. 


Joseph Krimsky ........ Huntington, W. Va. 
Stewart Lawwill ........ Chattanooga, Tenn. 
lowa City, lowa 
Portland, Ore. 
Irving M. Lupton ........... Portland, Ore. 
Paul L. Mahoney .......... Little Rock, Ark. 
St. Louis, Mo. 
Robert J. Masters ......... Indianapolis, Ind. 
Joseph W. McKee ........ Kansas City, Mo. 
William J]. McNally ..Montreal, Que., Canada 
Charles C. Merkel ..... Grosse Pointe, Mich. 


...Greenville, Miss. 
Sarasota, Fla. 


D. Cameron Montgomery 
Richard W. Moriarty 


Prank Sterling, Colo. 
San Diego, Calif. 
Hiram Randall .......... Binghamton, N. Y. 
Algernon B. Reese ........ New York, N. Y. 
Solon L. Rhode ....... Santa Barbara, Calif. 
Ralph O. Rychener ......... Memphis, Tenn. 
Danstel G. Semor Columbus, Ohio 
Charles E. Savery ...... Deerfield Beach, Fla. 
Andrew Simamark .......... Hibbing, Minn. 
Edmund B. Spaeth ........ Philadelphia, Pa. 
George A. Spencer ..... Pacific Grove, Calif. 
Ralph B. Sproule .......... Milwaukee, Wis. 
Willard Steele .......... Chattanooga, Tenn. 
Raymond E. Teall ........ Kansas City, Mo. 
William C. Warren, Jr. ........Atlanta, Ga. 
G Drexel Hill, Pa. 
Edward J. Whalen ........ Hartford, Conn. 
Wesley W. Willson ...... North Hollywood, 


Calif. 
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Burbank Palmer Woodson ....Austin, Texas 
Matthew F. Zubak ....... Wheeling, W. Va. 


4. Deaths (january 1957 to January 1958) 
(109 Fellows) 


Eldridge Stevens Adams ..Inglewood, Calif. 
John Hedley Atkinson ....Watertown, N. Y. 


Robert Benttie ............2- Detroit, Mich. 
William Wightman Blair ....Pittsburgh, Pa. 
Carl Frederick Breisacher ....... Charleston, 

W. Va. 
Moses Lewis Breitstein ...... Baltimore, Md. 
ced New York, N. Y. 
Abram Breneman Bruner..... Cleveland, Ohio 
George Winston Burchfield ..Maryville, Tenn. 
Robert Caldwell .......... Little Rock, Ark. 


Gail Ellsworth Chandler ........ Miami, Fla 
Carl Clarence Chase ...... Middletown, Conn. 
eS) S. Norwalk, Conn. 
Murray McColl Dewar .Grand Rapids, Mich. 
William Edwin Dickerson ..... Danville, Va. 
James Arthur Downing ..Des Moines, Iowa 
Slocomb R. Edwards ...... El Centro, Calif. 
Clarence William Engler ....Cleveland, Ohio 
Alexander Feher .......... New York, N. Y. 
Guy Rothwell Fisher ......... Staunton, Va. 
Robert C. Fraser ........ Los Angeles, Calif. 


Milton Tacitus Gaillard ....Baldwin, N. Y. 
Jerry M. Garber 
Samuel Goldhammer ......... Denver, Colo. 
Thomas John Goodfellow ..Saratoga Springs, 
N. Y. 

..Corona Del Mar, 
Calif. 


Harrisburg, Pa. 


James D. Goodman 
Thomas Francis Gowen .. 


George F. Gracey 


Richard G. Hamilton ........ Pittsburgh, Pa. 
Halvor Larson Harley ...Atlantic City, N. J. 
Clarence Charles Hetzel, Sr. ....Ogden, Utah 
Ray Whitbeck Hughes ....Lake Worth, Fla. 
Thomas E. Hughes .......... Richmond, Va. 


William Rigby Jacobs ....Lewiston, Idaho 
Mack W. Cleveland, Ohio 
Walter Jellis ....... W. Sommerville, Mass. 
Simon Jesberg ......... Los Angeles, Calif. 
Hobart Clemens Johnson ....Mankato, Minn. 
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Percy Kaufman ........ New York, N. Y. 
Frank Conrad Keil ........ New York, N. Y. 
Peter Augustus Keil ...... Brooklyn, N. Y. 
LeRoy Taylor Kincannon ..Birmingham, Ala. 
Alan De Grief Knisely .......... Lima, Ohio 
Heinrich G. Kobrak ....... Clarkston, Mich. 
Nathan Kent Lazar ............ Chicago, Ill. 
Lavell Hall Leeson ........ Vancouver, B. C., 
Canada 

Albert N. Lemoine, Sr. ....Kansas City, Mo. 
Forrest Shetterly LeTellier ...... Knoxville, 
Tenn. 

James Prince Lewis .......... Boston, Mass. 
Joseph D. Lewis ...... Santa Barbara, Calif. 
Samuel Herman Long ....Chattanooga, Tenn. 
Julian Barnett Marks ....Los Angeles, Calif. 


Roy David Martin ...... Grand Island, Neb. 
James Ernest McAskill ....Watertown, N. Y. 
Willis Leslie McConkie ....... Carroll, lowa 
Frederic Joseph McIntire, Jr..... Lynn, Mass. 
Harold Rexford Miller ....New York, N. Y. 


H. Edward Miller ............ St. Louis, Mo. 
Lorain, Ohio 
Eugene Lee Myers .......... St. Louis, Mo. 
Harley Dore Newby ...... Rapid City, S. D. 
John Henry Ohly .......... Brooklyn, N. Y. 
Henry Boylan Orton ........ Newark, N. J. 
Rock Island, Il. 
Louis M. Pearlman ........ New York, N. Y. 
Clarerice N. Peeler ......... Charlotte, N. C. 
Ralph Alex Poirier .......... Detroit, Mich. 
©. Dubuque, Iowa 
George F. Reineke ........ New Ulm, Minn. 
George Bond Ridout ........ LaCrosse, Wis. 
Otto Carl Risch .......... New York, N. Y. 
Edward D. Risser .......... Pasadena, Calif. 
Dan Abell Russell ...... San Antonio, Texas 
Linus Martin Ryan .......... St. Louis, Mo. 


Albert E. Seligman ....Staten Island, N. Y. 
Cincinnati, Ohio 
Ferris N. Smith ...... Grand Rapids, Mich. 


Prank RM. Seemcer ...........3 Boulder, Colo. 
A. B. Spiegelglass ........ River Edge, N. J. 
William F. C. Steinbugler ...... Garden City, 

William H. Stokes ........ Lake City, Mich. 
Arthur Lesley Stotter ...... Cleveland, Ohio 


Gilbert Stevens Tabor ...... Millerton, N. Y. 
Baxter Hall Timberlake ..Atlantic City, N. J. 
Harry Allen Van Osdel ...Indianapolis, Ind. 


Spokane, Wash. 
Charles Bernard Voigt ........ Mattoon, III. 
james W. Ward .......... Greenville, Texas 


Joseph R. Weintrob ....Atlantic City, N. J. 
Peter D. Westerhoff ....Midland Park, N. J. 
Minor E. White 


Linus Samuel Cave ........Syracuse, N. Y. 
. Leon C. Combacker ....Fergus Falls, Minn. 
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J. William Wright ........ Indianapolis, Ind. 
Charlies B. Wylie .......... Columbus, Ohio 
Herman Eugene Yazel ....Kansas City, Mo. 
Charles Meyer Yudkin ...New Haven, Conn. 


5. Resignations Received (2 Fellows) 


Channing Ward Hale ........ Pomona, Calif. 
Cornelius Theodore McCarthy ..Wynnewood, 
Pa. 
6. Requests for Inactive Fellowship (21 
Fellows ) 
Lambert J. Agin ........ Battle Creek, Mich. 
Walter Bristow ............ Columbia, S. C. 
Aubrey Fischer ......... Washington, D. C. 
Louis G. Hoffman ........ Winter Park, Fla. 


BE. Chicago, Ill. 
Samuel J. Lewis .............. Augusta, Ga. 


Flushing, N. Y. 
Harry K. Messenger ......... Boston, Mass. 


Alexander L. Moshinsky ..New York, N. Y. 
Trenton, N. J. 
Chastes ©. Petheram Seaside, Ore. 
J. Norman Reeves ...... Western Port, Md. 
Russell H. Strange ..... Mt. Pleasant, Mich. 
Kurt Tschiassny ........... Cincinnati, Ohio 
Emmus G. Twitchell ........ Burlington, Vt. 
Anthony J. Vadala .......... El Paso, Texas 
Oscar Lloyd Veach ......... Sheridan, Wyo. 
Pierre Paul Viole ...... Los Angeles, Calif. 
Frank E. Wilson ........ New London, Conn. 


7. Delinquent (2 Fellows) 


8 New Fellows Elected 1957 
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9 In April 1958, the Secretary was in- 
formed by members of the Ophthalmic Path- 
ology Club that Dr. Lorenz E. Zimmerman, 
Chief of the Section on Ophthalmic Patholo- 
gy at the AFIP and a member of the Com- 
mittee on Revision of the Atlas of Ophthalmic 
Pathology, had been offered a position in an- 
other institution at a much higher salary than 
he received at the AFIP under the Veterans 
Administration. Considering the importance to 
the Academy of Doctor Zimmerman’s work 
at the AFIP and the unlikelihood of securing 
a replacement if he should leave for a tull- 
time position in another institution, a strong 
plea was made for the Academy to supple- 
ment his income in the amount of $7,000.00 
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a year and to designate him Consultant in 
Pathology at the AFIP. It was necessary for 
the Council to take immediate action as Doc- 
tor Zimmerman had to make a decision wheth- 
er to remain at the AFIP or to accept another 
position in an institution where he could not 
work on the acquisitions at the AFIP that 
have accumulated under a joint program with 
the Academy. It was not possible to contribute 
to Doctor Zimmerman’s income by a grant so 
long as his service at the AFIP was under 
the Veterans Administration. However, by re- 
signing that appointment he could serve at the 
AFIP in the same capacity under Civil Serv- 
ice and devote some time to Academy projects, 
such as contributions to scientific assemblies, 
revision of the Atlas of Ophthalmic Patholo- 
gy, preparation of pathological slides for 
candidates for Board examination, direct re- 
search in pathology supported by grants by 
the Academy and individuals, and aid in train- 
ing ophthalmic pathologists assigned to the 
AFIP with grants in aid made by the Acad- 
emy. At the request of the Committee on Oph- 
thalmic Pathology, Doctor Zimmerman was 
approached by the Executive Secretary and 
an agreement was reached that Doctor Zim- 
merman would remain at the AFIP if the 
Academy would supplement his income to the 
extent of $7,000.00 a year for five years. The 
proposal was submitted to the Council for 
mail vote. The Council voted 17 to 1 for ap- 
proval. Doctor Zimmerman was officially ap- 
pointed Consultant in Pathology at the AFIP 
for a five year period, beginning January 1, 
1958. 


10. In his report of the Advisory Committee 
to the Registries of Pathology at the annual 
meeting of the Academy Council, October 9, 
1948, a request was received from Dr. Brit- 
tain F. Payne, Chairman, that a fellowship in 
ophthalmology and in otolaryngology be set 
up at the Army Institute of Pathology by the 
Academy. The request was referred to the 
Executive, Research and Finance Committee 
for further study. This committee recom- 
mended, “That the Council of the Academy 
approve in principle the establishment of fel- 
lowships for the study of ophthalmic and oto- 
laryngic pathology at the Army Institute of 
Pathology.” 


In October 1957, at the meeting of the 
Academy Committee on Otolaryngic Patholo- 
gy, Dr. S. H. Rosen, Registrar, Registry of 
Otolaryngic Pathology at the AFIP, recom- 
mended a one year fellowship in Otolaryn- 
gic Pathology sponsored by the Academy. The 
Committee on Ophthalmic Pathology approved 
a fellowship in Ophthalmic Pathology. 
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The Executive Secretary of the Academy 
was advised by letter from Dr. Lorenz E. 
Zimmerman, Consultant in Eye Pathology at 
the AFIP, that space for a trainee in Oph- 
thalmic Pathology would be available by Sep- 
tember 1958. An application for the fellow- 
ship was submitted by Dr. Thomas S. Mc- 
Kenzie, a Canadian taking postgraduate train- 
ing in the United States. His appointment 
was approved by Dr. Michael Hogan, Chair- 
man of the Academy Committee on Ophthal- 
mic Pathology. We were advised by Captain 
W. M. Silliphant, the Director of the AFIP, 
that Doctor McKenzie’s training had been ap- 
proved and that he would receive invitational 
orders to the AFIP for a one year period 
starting September 1, 1958. Doctor McKenzie 
was notified of the appointment to said fel- 
lowship by the Academy beginning September 
15, a date previously set by Doctor McKenzie 
and the AFIP. The amount of the stipend to 
be paid Doctor McKenzie was arrived at by 
conference with Doctor Silliphant and Dr. 
M. Hayward Post of the Heed Foundation. 
Fellows working at the AFIP in other fel- 
lowships are receiving about $8,400.00 a year. 
In keeping with the current stipend Doctor 
McKenzie was awarded $700.00 a month for 
one year beginning September 15, 1958. There 
are no applicants for a fellowship in Oto- 
laryngic Pathology. 


11. President Schall appointed Dr. David 
D. DeWeese to represent the Academy on the 
Joint Committee to Study Paramedical Areas 
in Relation to Medicine, which was held in 
San Francisco on June 27, 1958. Doctor De- 
Weese submitted a report of this meeting, 
which will be referred to the Activities Com- 
mittee. 


12. The Academy received an invitation 
from Surgeon General Burney to appoint a 
representative from the Academy to attend a 
conference on the control of staphylococcal in- 
fections which was held at the Communicable 
Disease Center in Atlanta, Georgia, on Sep- 
tember 15 and 16, 1958, under the joint spon- 
sorship of the National Research Council and 
the Public Health Service. President Schall 
appointed Dr. Henry Freeman Allen of Bos- 
ton to represent the Academy. 


13. The following is a summary report of 
the Group Insurance Programs for the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology : 


1. Group Disability Income Protection 
(Underwriting Company — Continental 
Casualty Company ) 


2. Accidental Death, Dismemberment and 
Loss of Eyesight Protection 
(Underwriting Company — Employers 
Mutual Casualty Company) 

3. Professional Liability Insurance 
(Underwriting Company — Employers 
Mutual Casualty Company) 

4. Professional Overhead Expense Insurance 
( Underwriting Company—American Cas- 
ualty Company ) 

5. Major Hospital Insurance 
(Underwriting Company—American Cas- 
ualty Company) 

6. Group Life Insurance and Group Retire- 
ment-Annuity Insurance 
(Underwriting Company—Massachusetts 
Mutual Life Insurance Company ) 


14. Report on the 1957-1958 Home Study 
Courses : 


HOME STUDY COURSES 
Yearly Summary of Activities 
October 1958 


The following is a record of registrations 
for the eighteen years the Home Study 
Courses have been offered by the Academy: 


YEAR OPHTHALMOLOGY OTOLARYNGOLOGY TOTAL 
1940-1941 301 114 415 
1941-1942 238 117 355 
1942-1943 163 81 244 
1943-1944 126 74 200 
1944-1945 175 84 259 
1945-1946 290 112 402 
1946-1947 353 191 544 
1947-1948 436 220 656 
1948-1949 375 230 605 
1949-1950 317 184 501 
1950-1951 244 117 361 
1951-1952 301 130 431 
1952-1953 240 105 345 
1953-1954 265 111 376 
1954-1955 235 134 369 
1955-1956 254 125 379 
1956-1957 279 156 435 
1957-1958 259 122 381 

TOTALS 4,851 2,407 7,258 


The number of registrants who submitted 
all papers for the 1957-1958 Courses was ap- 
proximately the same as for the previous year; 
i. e., about one third. As usual a number of 
those who did not complete the Courses last 
year have re-registered for the current 


‘Courses. 


At present the registrations for the 1958- 
1959 Courses are 415: 256 for Ophthalmology 
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and 159 for Otolaryngology; an increase of 
13 for Ophthalmology and 47 for Otolaryn- 
gology over the same date last year. This 
marked increase in enrollments for the Oto- 
laryngology course (43 per cent) raises the 
percentage of Otolaryngology registrations in 
relation to the total registration to the highest 
it has ever been. 

There will probably be a few additional 
registrations for this year. 


FACULTIES 


The following changes have been made in 
the Faculties during the past year: 


New Appointments 


For Ophthalmology 
Bourne Jerome 
(Associate for Optics and Principles of 
Biomicroscopy ) 
Edward W. D. Norton 
John P. Wendland 
(Associates for Perimetry 
Ophthalmology ) 
John E. Harris 
Andrew de Roetth, Jr. 
(Associates for Pharmacology and Ther- 
apeutics ) 


and Neuro- 


For Otolaryngology : 
Bruce Proctor 

Walter P. Covell 
(Associates for Anatomy I and II) 
Hollie E. McHugh 
(Associate for Physiology) 
Joseph L. Goldman 
(Associate for Microbiology) 
Kinsey M. Simonton 

. (Associate for Pharmacology) 
Aram Glorig, Ir. 


(Associate for Hearing Function and 
Testing ) 

David D. DeWeese 

(Senior for Vestibular Function and 


Testing ) 

Edwin A. Stuart 

(Associate for Vestibular Function and 
Testing ) 

Juergen Tonndorf 

(Associate for Otological Acoustics) 


,* 


Changes in Status 
For Ophthalmology 


Senior to Consultant: 
James H. Allen 
Samuel N. Key, Jr. 
Arthur Linksz 


Kenneth C. Swan 
Associate to Senior: 


Henry F. Allen 
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Alfred J. Kreft 
Edwin F. Tait 
For Otolaryngology 

Senior to Consultant: 
Arthur L. Juers 
Clair M. Kos 
Clifford F. Lake 
William J. McNally 
M. F. Snitman 
Henry L. Williams 

Associate to Consultant: 
John R. Lindsay 

Associate to Senior: 
Donald H. Eldredge 
Victor Goodhill 
James W. McLaurin 
Peter N. Pastore 
G. O. Proud 


Dr. Edwin F. Tait, Senior Faculty Member 
for the subject of Optics and Principles of 
Biomicroscopy, died on September 23, 1958. 


PUBLICITY 

The Home Study Courses are publicized 
through announcements in the specialty jour- 
nals, poster announcements sent to heads of 
departments of Ophthalmology and Otolaryn- 
gology in medical schools and hospitals ap- 
proved for residency training, listing in the 
Postgraduate Courses issues of the A.M.A. 
Journal, and miscellaneous publicity in the 
Academy TRANSACTIONS, 


FREE REGISTRATION 
FOR THE ACADEMY MEETING 
Registrants for the 1957-1958 Home Study 
Courses have been offered free registration 
for the Academy Meeting this year. 


DISCUSSION PERIODS 

Discussion Periods based on the Home 
Study Course in Ophthalmology are offered 
as a part of the instruction course program 
and are scheduled as a ten-hour continuous 
course, cost $20.00. All 1957-1958 registrants 
for the Home Study Course in Ophthalmology 
have been notified that complimentary tickets 
are available to them. 


EXHIBITS 
The Home Study Courses exhibit is being 
shown this year in the West Corridor adjacent 
to the Foyer to the Grand Ball Room. 


HOME STUDY COURSES IN 
THE SCANDINAVIAN COUNTRIES 
Some months ago we received a letter from 
Dr. Knud K. Dreisler of Holabaek, Denmark, 
who is first assistant at the University Eye 
Clinic of Copenhagen, regarding the possi- 
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bility of utilizing the Academy Home Study 
Course in Ophthalmology in the Scandinavian 
countries. 

Doctor Dreisler was in Boston from 1952 to 
1955, where he worked with Doctors Cogan, 
Gundersen and Dunphy. He was an instruc- 
tor in ophthalmology at Boston University 
and was on the staff of the Massachusetts Eye 
and Ear Infirmary. While there he took the 
— Study Course, on which he did superior 
work. 
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He says he was impressed with the high 
quality of work done by the Academy, and 
that he wished to try to transfer some of its 
activities (particularly that of the Home 
Study Courses) to the Scandinavian countries. 
He specifically proposed to distribute copies 
of our reading reference lists and examina- 
tion questions to young doctors in Denmark, 
Sweden, Norway and Finland who are inter- 
ested in postgraduate training in ophthalmolo- 
gy; and to have qualified ophthalmologists in 


EXHIBIT “A” 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Balance Sheet as of September 30, 1958 


ASSETS 
Current Assets: 
Cash in Banks: 
Northwestern National Bank of Rochester ...... 43,281.04 
First National Bank of Minneapolis ............ 7,132.38 
Bank of Montreal, Toronto, Canada ............ 2,954.41 
Membership dues receivable, delinquent ............. 1,020.00 
Inventories : 
Abstracts, Manuals, Monographs and 
EMBRYOLOGY OF THE EAR album of prints ........ 452.97 
EMBRYOLOGY OF THE EYE filmstrips and slides .... 1,460.00 30,330.13 
Investments : 
Wherry Memorial Lecture Fund .................. 5,400.00 $325,701.68 
Plus: Advance in market values as of Dec. 31, 1957 4,476.40 
Fixed Assets: 
Less: Reserve for depreciation 9820.15 $ 9,748.54 
EMBRYOLOGY OF THE EAR film project ................ $104,516.62 
Less: Reserve for depreciation ................ 36,190.10 68,326.52 
EMBRYOLOGY OF THE EYE film project ................ $ 41,775.00 
Less: Reserve for depreciation ................ 35,508.25 6,266.75 
Deferred Income : 
ATLAS OF OTOLARYNGIC PATHOLOGY $ 28,746.71 
ATLAS OF SLIT LAMP BIOMICROSCOPY ................-- 15,885.35 
Total Deferred Charges ..... 45,883.90 


TOTAL ASSETS 


$547,529.68 
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those countries correct and evaluate the ex- 
amination papers. Doctor Benedict advised 
him that the Academy would send to him 
without charge a copy of our monthly mail- 
ings. He will have additional copies made and 
distributed. 


Our latest information is that this project 
has been received with great interest, both 
by prospective candidates for the Course, and 
by leading ophthalmologists who will cooper- 
ate by correcting papers. The plan is now in 
operation and thirty-four are enrolled for the 
Course. 

Doctor Dreisler has also told us that on 
September 1 of this year he was giving a lec- 
ture at the Ophthalmological Society of Co- 
penhagen on the development and success of 
the American Home Study Courses, based on 
his personal experience and information pub- 
lished in the Academy TRANSACTIONS during 
the past few years. 


REPORT FROM RIO 

We have recently received an enthusiastic 
report from Dr. Almiro Azeredo of Rio de 
Janiero concerning the Home Study Course 
in Ophthalmology started there in 1956. 


He reports that the project has been very 
successful. The course is recommended by 


LIABILITIES 
Current Liabilities: 
Accrued Social Security tax 
Accrued Withholding tax 
Deferred Income: 
Membership dues 
Bound Volumes and Manuals 


Total Current Liabilities 


Undisbursed Funds From Special Contributions : 


Wherry Memorial Fund 
Subcommittee on Noise in Industry: 
Receipts | 
Disbursements 


N. I. H. Grants in Aid: 
Uveitis Research: 

yrant 3-B-9023 
Disbursements 


Hearing Research: 
Grant 3-B-9045 
Disbursements 


Total Undisbursed Funds 


from Special Contributions 


Net W orth ; 
Surplus—January 1, 1958 


Excess Income over Expenses—year to date 
Total Net Worth ........... 
TOTAL LIABILITIES AND NET WORTH 


AND 
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the Brazilian Ophthalmological Society and 
by some of the universities. It is subsidized by 
a grant from the State Hospital. The stu- 
dents pay no fees and the cooperating oph- 
thalmologists receive no remuneration. Their 
present plan is to offer the course every two 
years. The number of students has a set limi- 
tation. In 1956 they accepted 100, and for the 
1958 course 70; in both cases about one half 
of the number who applied. 


Dante. SNYDACKER, M.D. 
Ben H. Sentruria, M.D. 


Secretaries 
October 1, 1958 


Dr. David DeWeese moved that the report 
of the Executive Secretary be accepted as 
read. The motion was seconded by Dr. Victor 
Byrnes and carried. 


II 

The Treasurer, Dr. Benedict, submitted the 
audit for 1957, made by Byers, Wobschall and 
Miller, Certified Public Accountants, and the 
financial status of the Academy as of Sep- 
tember 30, 1958. (The audit for 1957 appeared 
in the May-June 1958 issue of the TRANSAC- 
TIONS. The financial status of the Academy 
as of September 30, 1958, uncertified, is pub- 
lished herewith.) 


Net WorTH 
1,843.35 
155.00 
3,901.00 
$ 6,155.27 
$ 57,092.96 
57,092.96 
8,956.97 28,624.73 
60,741.03 
$414,658.16 
65,975.22 
480,633.38 


$547,529.68 
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Dr. A. D. Ruedemann moved that the re- 
port of the Treasurer be accepted as read. Dr. 
Kenneth Roper seconded the motion, which 
carried. 


Ill 


The report of the Editor of the TRANS- 
ACTIONS was read by Dr. Benedict, Editor-in- 
Chief, as follows: 


During the year just past, an average of 
8,221 copies of the TRANSACTIONS were print- 
ed. bimonthly. Of these, 875 were set aside 
for bound volumes, and an average of 7,346 
mailed, an increase in circulation of 173 over 
last year. The following categories are repre- 
sented : 


6,389 
Exchange and Miscellaneous ... 70 
Advertisers and Agents ........ 59 
41 


Seven hundred and eighty-three orders for 
the 1958 bound volume have been received to 
date. 


The revenue from the TRANSACTIONS for the 


period from September 1, 1957, through 
August 31, 1958, was as follows: 
Subscriptions : 
Nonmembers ........... 5,216.30 
Bound Volumes .......... 3,982.00 
American Orthoptic Journal 1,101.00 
Cuts and Engraving ...... 86.57 
Total Revenue ....... $74,188.28 


The expenditures for the TRANSACTIONS for 
the period from September 1, 1957, through 
August 31, 1958, were as follows: 


Bimonthly Issues 
Bound Volumes .......... 
American Orthoptic Journal 12,697.75 
Cash Discount Allowed 358.43 
Paper Stock and Envelopes 10,794.15 


Freight and Express ...... 54.82 
General Expense ......... 86.20 


14,958.86 
Social Security Tax ...... 309.67 
Total Expenditures .. .$77,490.06 


Expenditures over Revenue $ 3,301.78 


The past six issues have averaged 199 pages 
per issue, including news notes, directory of 
societies, committee reports, positions avail- 
able, and miscellaneous notices. The Directory 
of Ophthalmologic and Otolaryngologic So- 
cieties is printed twice a year, in the May- 
Tune and the November-December issues. 

The average number of pages of paid ad- 
vertising was 28.375, representing 36 adver- 
tisers. 

The eighth volume of the American Or- 
thoptic Journal (Dr. John W. Henderson, 
editor) was published in March. Following 
the policy adopted last year, the Journal was 
sent only to members of the Academy re- 
questing it. It was mailed to 1,800 members 
of the Academy, 250 orthoptic technicians, 
and medical libraries on our Transactions 
mailing list. The number printed was 2,500. 


The following manuals have been revised 
or reprinted during the past year: 

Pressman et al.: Nonsurgical Complications 
of Otolaryngological Surgery 

Juers: Hearing Tests 

Veasey: Refraction Difficulties 

Becker: Principles of Otolaryngologic Plas- 
tic Surgery 

Meyer: Glaucoma 

One new manual, Microbiology of the Eye, 
by Ted Suie, has been published. 

Two pamphlets, Suggestions to the Parents 
of a Hard of Hearing Child and Suggestions 
to the Parents of a Deaf Child, by Jacqueline 
Keaster and Gloria Hoversten, have just been 
released. 


Two new manuals, Allergy, by French K. 
Hansel, and Vocal Rehabilitation, by Fried- 
rich Brodnitz, are now in press. 


Dr. Roper moved that the report of the 
Editor be accepted as read. Dr. Algernon B. 
Reese seconded the motion, which carried. 


IV 

The Necrologist’s Report to the Council was 
presented by Dr. Benedict. 

The following deaths were reported from 
October 1957 to October 1958: 

Eldridge Stevens Adams 

Arthur Francis Ash 

Otto Barkan 

August L. Beck 

Richard Parker Bell, Jr. 
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Leopold Benno Bernheimer 
Irvin Myron Birenboim 
William D. Black 

Guy Lee Boyden 

Carl Frederick Breisacher 
Moses Lewis Breitstein 
Daniel W. Brickley 

Harry F. Byrnes 


Linus Samuel Cave 
Carl Clarence Chase 
Leon Combacker 

Clyde Robert Cowan 


Elmo Eugene Dillon 
Edward Philip Drescher 
G. S. Duntley 

Howard Victor Dutrow 


Howard D. Fallows 
Ivan Fawcett 

Alexander Feher 

Everett Russell Ferguson 
Maxwell Fineberg 


Jerry M. Garber 
Charles Howard Gordon 
Thomas Francis Gowen 
Edwin Albert Griffin 
Milus Liddell Gunn 


Harry H. Haggart 
Alfred W. Haskell 
Wilham Jacob Hertz 

J. McChesney Hogshead 
Jaroslav H. Hulka 

V. Reeves Hurst 


Chevalier Jackson 
Hobart Clemens Johnson 
Cecil Frederick Johnston 
A. Spencer Kaufman 
Frank Conrad Keil 
Peter Augustus Keil 
Lowell W. King 
Henry Kirkpatrick 

Alan Knisely 

Heinrich G. Kobrak 
Hugh A. Kuhn 


Fritz Lassen 


Richard Ormond Leavenworth 


Albert N. Lemoine, Sr. 


Wayland Hoyt Maloy 
John Hollis Matheson 
Willis Leslie McConkie 
Joseph L. McCool 
James Harold Mendel 
Frederick William Merrifield 
H. Edward Miller 
Harold Rexford Miller 
H. F. Minor 

William H. Minton 
William Mithoefer 
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William F. Molt 
Daniel Cameron Montgomery 
David Jacob Morgenstern 


Edmonde DeWitte Neer 
Fritz Nelson 
Max Nisselson 


Carl M. Oberg 

Denis Francis O’Connor 
Henry Boylan Orton 
Louis Ostrom 


Theodore Felix Paprocki 
Sir John Herbert Parsons 
Clarence N. Peeler 

John C. Peterson 

Frank Wilmore Poindexter 
Ralph Alex Poirier 


Lawrence T. Post 


Robert L. Ralston 
Morris M. Rossman 
Martin V. Russell 
Linus Martin Ryan 


Francis S. Schwarz, Jr. 
Isadore Maxwell Shapero 
R. Newton Sherman 

Olga L. Sitchevska 
William Stemman 

Howard Leigh Stitt 
Arthur Lesley Stotter 
Russell Hope Strange 
Ricardo Tapia y Fernandez 


Edward Forbes Tait 
Martin Clever Taylor 
Charles Alston Thigpen 
Francis W. Thomas 
Henry Eagle Thomason 
Baxter Hall Timberlake 
Everett Hale Tomb 
Gabriel Tucker 


Oscar Lloyd Veach 
Charles Bernard Voigt 
Hugh Claibourne Wolfe 
Doris Surles Woolsey 
J. William Wright, Sr. 
Charles Augustus Young 
Wilham Zentmayer 


President Schall asked the Council to stand 
for a minute in recognition of these members 
who have left us. 

VI 
COM MUNICATIONS 

1. The Organizing Committee of the Sixth 
International Congress of Otolaryngology has 
submitted a report of Congress activities to 
the members of the Academy Council. Copies 
of this report have been distributed to the 
Council, and a copy is appended. 
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To the Council 


American Academy of Ophthalmology 
and Otolaryngology 


The Organizing Committee of the Sixth 
International Congress of Otolaryngology, 
representing the five national societies that 
sponsored the Congress, wishes to submit a 
brief report of the activities of the Congress. 
First, the Committee wishes to express its 
most sincere appreciation for the support given 
it by the American Academy of Ophthalmolo- 
gy and Otolaryngology. The success of the 
Congress could not otherwise have been 
achieved. The otolaryngologists of the United 
States can take pride in the support and in- 
terest displayed by the members of the special- 
ty. 


The total attendance at the Congress was 
2,035 from 54 countrjes. Of this number 1,144 
were physicians, 125 scientific associate mem- 
bers (physicists, audiologists, residents), and 
645 were associate members (ladies and other 
members of families). Seven hundred fifty- 
seven attended the banquet. Forty-two coun- 
tries were represented by 66 official delegates 
and this list, too, is attached. 


The scientific sessions were extremely ac- 
tive with 196 voluntary papers presented in 
addition to the nine official openers and 
twelve official discussers of the subjects chos- 
en for the Plenary Sessions. Sixty-four films 
were shown and there were 17 scientific and 
32 technical exhibits. .. . 


We had hoped at this time to present a final 
financial statement but certain substantial ac- 
counts, particularly for printing and distribu- 
tion of the post-Congress report, are still out- 
standing. However, an interim report is sub- 
mitted herein for the information of your 
Council. As soon as all bills have been paid 
a final report will be presented. Contributions 
were received from the sponsoring otolaryn- 
gological societies and from 43 regional, state 
and local societies. In addition, there were 
contributions from various other sources such 
as the pharmaceutical and instrument houses, 
the journals of otolaryngology, and the very 
substantial assistance of the National Insti- 
tute of Neurological Diseases and Blindness 
and support from the CIOMS. Funds were 
also received from 881 individuals in amounts 
ranging from $5.00 to $1,000.00 each. The 
names of all contributors appear in the post- 
Congress supplement. 


Through the grant of $50,000.00 from the 
National Institute of Neurological Diseases 
and Blindness, the Congress is solvent, al- 
though because of the above-mentioned out- 
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standing bills, we cannot now report the final 
state of the treasury. 


Total receipts were slightly more than 
$190,000.00 and expenditures to date have 
been approximately $161,000.00. From the 
present balance of slightly over $29,000.00, the 
cost of printing and distributing the post-Con- 
gress report must be met as well as certain 
administrative expenses. 


The post-Congress report has just been 
completed. This bound volume includes the 
program, the abstracts, the membership roster 
and photograph, photographs of the Convo- 
cation and information concerning other Con- 
gress activities. Within the next few days a 
copy will be sent to each member and each 
scientific associate member of the Congress. 
Copies will also be sent to all medical libraries 
in the United States, to the Library of Con- 
gress, the National Institute of Neurological 
Diseases and Blindness and the Council for 
International Organizations of Medical Sci- 
ences. A few extra copies are available at a 
cost of $10.00 each. 


The request for a grant from the National 
Institute of Neurological Diseases and Blind- 
ness included the sum of $5,000.00 to be al- 
located to the cost of publishing the Inter- 
national Directory of Otolaryngology. This 
amount has been paid to the printer and a copy 
of the Directory will be sent with each post- 
Congress report. 


The Seventh International Congress of Oto- 
laryngology will be held in Paris in 1961 un- 
der the presidency of Dr. Maurice Aubry of 
Paris; Dr. H. Guillon, also of Paris, will 
serve as General Secretary. The exact dates 
have not been announced. 


- Again, on behalf of the Congress Organ- 
izing Committee, we wish to express our deep- 
est appreciation to the Academy for its gen- 
erous support and for the privilege of rep- 
resenting the otolaryngologists of the United 
States in organizing and producing the Sixth 
International Congress of Otolaryngology. 
Respectfully submitted, 


(Signed) Arthur W. Proetz, M.D. 
President 
(Signed) Paul H. Holinger, M.D. 


General Secretary 
December 26, 1957 


2. A letter was received from Dr. F. John- 
son Putney, Secretary of the American 
Broncho-Esophagological Association inform- 
ing the Academy Council of its recommenda- 
tion to the International Congress of Oto- 
laryngology that any financial surplus be 
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turned over to the VII International Congress 
to promote its meeting in 1961 in Paris. 


It was recommended that action be deferred 
until further word was received from Dr. 
Holinger. 


3. On February 11, 1958, a letter was re- 
ceived from Dr. Glen Gibson suggesting that 
the Academy sponsor a course to supplement 
the Home Study Courses, lasting one or two 
weeks, for residents with at least one year’s 
experience. 


Dr. Gibson explained that he had presented 
this suggestion because he felt it was an area 
which needed to be explored. After discussion 
by Drs. Ruedemann, Fralick, Snydacker, Han- 
sen, Dunnington, and Goodhill, it was moved 
by Dr. Victor Byrnes that the matter be re- 
ferred to the Board of Secretaries for further 
exploration. The motion was seconded by Dr. 
William McNally, and carried. 


4. Letters were received from the Indian- 
apolis Ophthalmological and Otolaryngological 
Society and the Central Illinois Society of 
Ophthalmology and Otolaryngology opposing 
the action of the American Board of Oto- 
laryngology in extending the time required in 
an otolaryngology residency. 


Dr. Lierle explained that the Board had felt 
that the longer training period was necessary. 


5. A_ resolution was received from the 
Metropolitan New York Society of Oral Sur- 
geons, Inc., respectfully requesting that in all 
areas which affect the field of Dentistry, den- 
tists be consulted and represented. 


The communication was read without com- 
ment. 


6. On March 24, 1958, a letter was received 
from Mr. David H. Barrow, President of the 
Hearing and Industry Conference, Inc., re- 
questing the Council to appoint a representa- 
tive to serve on their Advisory Committee. 


The communication was referred to the 
Executive, Research and Finance Committee, 
which recommended that no action be taken. 


7. Dr. Dean M. Lierle wrote the Executive 
Secretary-Treasurer on November 4, 1957, re- 
questing that the newly formed Ad Hoc Com- 
mittee on Research in Otolaryngology become 
an approved Council Committee for Research 
in Otolaryngology. The request was referred 
to the Executive, Research and Finance Com- 
mittee. 


8. A telegram has been received from Bob 
Miller, Convention Manager, Deauville Hotel 
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in Miami Beach, Florida, inviting the Acad- 
emy to meet there for the 1959 meeting. 


No action was taken. 


Vil 


Report of the Activities Committee—Dr. 
Harold Joy, Chairman 


Reports of the following committees were 
reviewed and approved by the Committee: 

Audio-Visual Education 

Conservation of Hearing 

Evaluation of the Nonsurgical Treatment 
of Strabismus 

Implants and Implant Techniques 

Ophthalmic Pathology 

Otolaryngic Pathology 

Pan-American Relations in Ophthalmology 

Standardization of Tonometers 

Use of Diagnostic Procedures and Therapy 
in Uveitis 


The Committee has also reviewed and ap- 
proved the reports of representatives of the 
Academy to the following organizations: 


American Association for the Advancement 
of Science 

American Board of Ophthalmology 

American Board of Otolaryngology 

American Committee on Optics and Visual 
Physiology 

American Orthoptic Council 

American College of Surgeons, Board of 
Governors 

American Standards Association, Committee 
for Standardization of Ophthalmic Lenses 

American Standards Association, Acoustical 
Standards Board 

Joint Committee on Eye Banks 

National Committee on Research in Oph- 
thalmology and Blindness 

National Society for Crippled Children and 
Adults, Inc. 

Joint Committee for Study of Paramedical 
Areas in Relation to Medicine 


Dr. Joy moved that the recommendations of 
the Committee be accepted. The motion was 
seconded by Dr. Lierle and carried. 


Vill 
Report of the Executive, Research and 
Finance Committee—Dr. LeRoy A. Schall, 
Chairman. 


1. The Committee recommends that the ap- 
plication fee continue to be $25.00 and that 
the annual dues for Junior Fellows shall be 
$20.00; for Senior Fellows and Associate Fel- 
lows, $10.00. The allotment from dues and 
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from application fees for subscriptions to the 
TRANSACTIONS shall be continued at $7.00. 


Dr. Derlacki moved that this recommenda- 
tion be accepted. The motion was seconded and 
carried. 


2. The Committee recommends that three 
Fellows who have been delinquent in the pay- 
ment of dues for a period of more than three 
years be dropped from the Academy roster. 


Dr. Roper moved that these recommenda- 
tions be adopted. The motion was seconded 
and carried. 


3. The Committee recommends that the res- 
ignations of the following Fellows be accept- 
ed: 

Clifford Francis Brunk, Traverse City, 

Mich. 
Charles Edgar Davies, Vancouver, B. C., 
Canada 

Volney Butman Hyslop, Milwaukee, Wis. 

Burton Edward Lovesey, Natick, Mass. 

James Miles O’Brien, Bridgeport, Conn. 

William Paul Speas, Winston Salem, N. C. 

Albert S. Winer, Washington, D. C. 


David E. S. Wishart, Toronto, Ont., Can- 
ada, had tendered his resignation but his death 
occurred before action was taken. 


Dr. Joy moved that the recommendation of 
the Committee be accepted. The motion was 
seconded and carried. 


.4. The Committee recommends that requests 
for inactive status be granted to the follow- 
ing Fellows: 

Rea Ernest Ashley, San Francisco, Calif. 

C. Hugh Bloom, Easton, Pa. 

‘:Ella M. A. Enlows, Fort Lauderdale, Fla. 

George Burroughs Garlick, Bridgeport, 

Conn. 

Henry V. Hansen, St. Paul, Minn. 

J. A. Werner Hetrick, New York, N. Y. 
~William Oscar LaMotte, Hockessin, Del. 
-'fohn Kent Leasure, Indianapolis, Ind. 

Joseph Lentine, Boston, Mass. 

Leslie Layton McCoy, Seattle, Wash. 

Paul Guthrie Moore, Shaker Heights, Ohio 
. William A. Morgan, Washington, D. C. 

N. Vern Peterson, Avon Park, Fla. 

Marilyn Martin Rigg, Pasadena, Calif. 

Walter C. Royals, Metairie, La. 

Max Ruttenberg, Margate City, N. J. 

Harry Schluederberg, White Stone, Va. 

Hugh William Schwartz, Bedford, N. S., 

Canada 
Meyer Silberman, Forest Hills, N. Y. 


J. Morrisset Smith, New York, N. Y. 
Wilhelm E. Stern, Brooklyn, N. Y. 
Herbert T. White, Flint, Mich. 


Dr. Roper moved that the recommendation 
of the Committee be accepted. The motion 
was seconded and carried. 


5. The Committee recommends that applica- 
tions for Associate Fellowship for the fol- 
lowing men be accepted: 


Michael Branly, Havana, Cuba 

Oscar F. Horstmann, Havana, Cuba 

V. Everett Kinsey, Detroit, Mich. 
Kenneth Ogle, Rochester, Minn. 

Jose Sverdlick, Buenos Aires, Argentina 


Dr. Benedict moved that the changes in the 
roster of the Academy presented in items 2, 
3, 4 and 5 be accepted. The motion was sec- 
onded by Dr. Glen Gibson and carried. 


6. The Committee recommends the follow- 
ing appointments : 


As Chairmen of Standing and Joint Commit- 
tees for the year 1959: 

To the Committee on Audio-Visual Educa- 
tion, Dr. Dean M. Luierle 

To the Committee on Conservation of Hear- 
ing, Dr. Dean M. Lierle 

To the Committee on Evaluation of the 
Nonsurgical Treatment of Strabismus, Dr. 
Daniel Snydacker 

To the Committee on Implants and Implant 
Techniques, Dr. A. D. Ruedemann 

To the Committee on Ophthalmic Patholo- 
gy, Dr. Michael |]. Hogan 

To the Committee on Otolaryngic Path- 
ology, Dr. Paul H. Holinger 

To the Committee on Reconstructive Plas- 
tic Surgery, Dr. John M. Converse and Dr. 
Wendell L. Hughes, Co-Chairmen 

To the Committee on Scientific Exhibit, Dr. 
Kenneth L. Roper and Dr. Eugene L. Der- 
lacki 

To the Committee on Standardization of 
Tonometers, Dr. Elmer Ballintine 

To the Committee on Surgery of the Head 
and Neck, Dr. LeRoy A. Schall 

To the Teachers’ Section: Ophthalmology, 
Dr. A. D. Ruedemann 

To the Teachers’ Section: Otolaryngology, 
to be appointed 


To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, Dr. A. D. 
Ruedemann 


As representative of the Academy to: 


American Association for the Advancement 
of Science, Dr. M. Elliott Randolph 
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American Board of Ophthalmology, Dr. W. 
Banks Anderson for a four-year term be- 
ginning January 1, 1959. 

American Board of Otolaryngology, Dr. 
Francis E. LeJeune and Dr. George F. Reed 


American Committee on Optics and Visual 
Physiology, Dr. Frederick C. Cordes for a 
three-year term beginning January 1, 1959 


American Orthoptic Council, Dr. Frank D. 
Costenbader for a three-year term beginning 
January 1, 1959 

American Standards Association, Committee 
for Standardization of Ophthalmic Lenses, 
Dr. Carl J. Rudolph and Dr. Arthur C. 
Linksz 

American Standards Association, Acoustical 
Standards Board, Dr. Edmund P. Fowler, Jr. 

Joint Committee on Eve Banks, Dr. Alson 
Braley and Dr. John Harry King, Jr. 


National Committee on Research in Oph- 
thalmology and Blindness, Dr. Bernard Beck- 
er and Dr. A. Edward Maumenee 

National Congress of Parents and Teachers, 
Dr. Frank D. Costenbader 


National Society for Crippled Children and 
Adults, Inc., Dr. Dean M. Lierle 


As interim appointments to: 

Committee for Conference on Staphylo- 
coccal Disease, Dr. Henry F. Allen 

Joint Committee for Study of Paramedical 


Areas in Relation to Medicine, Dr. David 
D. DeWeese 


The Committee further recommends that 
the Committee on Pan-American Relations in 
Ophthalmology and the Committee on Pan- 
American Relations in Otolaryngology be dis- 
continued, since their functions are now ade- 
quately performed through other organiza- 
tions. 


A motion was made and seconded that the 


recommendations .of the Committee be ap- 
proved. The motion carried. 


The Committee recommends that the Coun- 
cil refrain from making nominations from 
which the American College of Surgeons may 
select one man to represent the Academy on 
the Board of Governors of the College for a 
three-year term ending in 1962. 


Dr. Philip M. Lewis moved that the rec- 
ommendation of the Committee be approved. 
The motion was seconded by Dr. Hansen and 
carried. 


The Committee recommends that the Ad 
Hoc Subcommittee on Research in Otolaryn- 
gology of the Committee on Conservation of 
Hearing be made a Council Committee to be 


known as Committee on Research in Otolaryn- 
gology. Dr. Harold Schuknecht was chosen 
as chairman. 


A motion to approve this recommendation 
was made by Dr. Ruedemann, seconded by 
Dr. Lierle, and carried. 


7. The Committee recommends the nomi- 
nation of Dr. William L. Benedict as Editor- 
in-Chief of the TRANSACTIONS. 


A motion to approve the recommendation 
was made by Dr. John Dunnington, seconded 
by Dr. Harold Joy, and carried. 


8. The Committee recommends that the 
next annual meeting of the Academy be held 
October 11-16, 1959, at the Palmer House in 
Chicago. 

A motion by Dr. Benedict to approve the 
recommendation was seconded by Dr. Ken- 
neth Roper and carried. 


9. The Committee recommends the follow- 
ing appropriations for the calendar year 
1959: 

To the Committee on Conservation of Hear- 
ing, $15,000; $7,500 to be earmarked for the 
Subcommittee on Noise for educational pur- 
poses. 


Dr. Lierle presented a request from the 
Subcommittee on Hearing in Children for 
$7,500 to carry out the objectives of the Sub- 
committee. 


Dr. Benedict made a motion that the ap- 
propriation for the Committee on Conserva- 
tion of Hearing be increased to $17,500 in 
order to give it ample room to support the 
project of the Subcommittee on Hearing in 
Children in Pittsburgh and Baltimore. The 
motion was seconded by Dr. Glen Gibson. Dr, 
Lierle presented an amendment to the motion 
increasing the sum appropriated to $20,000. 
The amendment was accepted by Dr. Benedict 
and Dr. Gibson. The motion was put to vote 
and carried. 


To the Committee on 
Nonsurgical Treatment of Strabismus, $500. 


Dr. Daniel Snydacker, chairman of the 
above Committee, reported that if the Com+ 
mittee received a proposed grant from the 
National Institutes of Health for planned re- 
search, the appropriation would not be needed. 
If the grant should be denied, the Committee 
would become inactive. He therefore requested 
that the appropriation be withdrawn. His re- 
quest was granted. 


Evaluation of the 


To the Committee on Ophthalmic Pathology, 
$2,500. 
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A motion to approve the appropriation was 
made by Dr. Dunnington, seconded by Dr. 
Roper, and carried. 


To the Committee on Standardization of 
Tonometers, $1,000. 

A motion to approve the appropriation was 
made by Dr. Benedict, seconded by Dr. Dun- 
nington, and carried. 


To the Teachers’ Sections, an amount suf- 
ficient to defray the expenses incurred in pre- 
senting the program of the Teachers’ Sections 
at the 1958 meeting of the Academy not cov- 
ered by the 1958 appropriation of $500. 

A motion to approve the appropriation was 
made by Dr. Lewis, seconded by Dr. Roper, 
and carried. 


Dr. McNally moved that the Council go 
on record as giving high praise for the pro- 
gram which had been arranged by the Teach- 
ers’ Sections. The motion was seconded and 
carried. 


To the American Committee on Optics and 
Visual Physiology, $200. 

To the American Orthoptic Council, $200. 

A motion to approve these appropriations 
was made by Dr. David DeWeese, seconded 
by Dr. Victor Byrnes, and carried. 


To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, $10,000, 
for special tests made at the CDC Laboratory. 

A motion was made by Dr. Benedict, sec- 
onded by Dr. Lierle, that the appropriation 
be approved. The motion carried. 


To Consultant in Ophthalmology at Armed 
Forces Institute of Pathology, Dr. Lorenz 
Zimmerman, $7,000, guaranteed for a five-year 
period. 

A motion was made by Dr. Benedict, sec- 
onded by Dr. Byrnes, that the appropriation 
be approved. The motion carried. 


To Fellowship in Ocular Pathology at the 
Armed Forces Institute of Pathology, now 
held by Dr. Thomas R. McKenzie, $700 a 
month. Dr. McKenzie’s Fellowship ends Sep- 
tember 15, 1959. 

Dr. Benedict made a motion, seconded by 
Dr. Dunnington, that this appropriation be 
approved. The motion carricd. 


To the International Federation of Oph- 
thalmological Societies, $300. 

A motion to approve the appropriation was 
made by Dr. Benedict, seconded by Dr. Dun- 
nington, and carried. 


To the Joint Committee on Eye Banks, 


A motion to approve the appropriation was 
made by Dr. Dunnington, seconded by Dr. 
Roper, and carried. 


To the National Committee on Research in 
Ophthalmology and Blindness, $500, contin- 
gent upon the appropriation of a similar sum 
by the other societies represented on the 
Committee. 

A motion to approve the appropriation was 
seconded and carried. 


To the National Society for Medical Re- 
search, $1,000. 

A motion to approve the appropriation was 
made by Dr. Benedict, seconded by Dr. 
Byrnes, and carried. 


Dr. Benedict moved that the recommenda- 
tions for appropriations be approved as a 
whole. The motion was seconded and carried. 


Dr. McNally requested that the Committee 
on Research in Otolaryngology be empowered 
to make awards for research in otolaryngolo- 
gy not to exceed $5,000, on the basis sug- 
gested last year. A motion to this effect was 
seconded by Dr. Victor Goodhill, and carried. 


IX 
Report of the Board of Councillors—Dr. 
Harold H. Joy, Chairman 
1. The Board of Councillors recommends 
that 258 candidates who have fulfilled the re- 
quirements for membership be accepted for 
Fellowship in the Academy. 


The Board further recommends that the 
Council accept the applications of the follow- 
ing candidates which have required special 
consideration because of some deviation from 
the requirements : 


Emmanuel M. Almeda 
Baudilio Courtis 

Werther Duque Estrada 

Olga Maria Ferrer 

Pedro A. Hernandez Gonzalo 
Juan Manuel Tato 


The Board recommends that Jorge Norman 
Buxton, who has been on inactive status, be 
reinstated as an active Fellow of the Acad- 
emy. 

Dr. Joy moved that the recommendations 
of the Board be accepted. The motion was 
seconded by Dr. Dunnington and carried. 


2. The Board of Councillors nominated the 
following officers for the year 1959: 

President: Dr. John H. Dunnington, New 
York 

President-Elect: Dr. Dean M. Lierle. Iowa 
City 
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First Vice-President: Dr. Gordon Hoople, 
Syracuse, New York 


Second Vice-President: Dr. S. Rodman Ir- 
vine, Beverly Hills, California 


Third Vice-President: Dr. Lyle M. Sellers, 
Dallas 


Councillor: Dr. Edwin B. Dunphy, Boston 


Executive Secretary-Treasurer: Dr. Wil- 
liam L. Benedict, Rochester, Minnesota 


Dr. Joy moved that the nominations of the 
Board be accepted by the Council. The mo- 
tion was seconded by Dr. Philip Lewis, and 
carried. 


X 


NEW BUSINESS 


1. The American College of Surgeons, 
through various members of the Academy, 
has suggested that the Academy change the 
time and place of its meeting so as not to con- 
flict with the meeting of the College. 

A committee headed by Dr. Paul H. Hol- 
inger and including Dr. Kenneth Day, Dr. 
Shirley Baron, Dr. Stanton Friedberg, and 
Dr. Jerome Hilger asked for audience in or- 
der to present this request to the Council. A 
copy of their argument is appended. [On file in 
Academy office. | 

After discussion by the Council, a motion 
was made by Dr. Erling Hansen that any 
definite action be deferred until the Wednes- 
day meeting of the Council. The motion was 
seconded by Dr. Glen Gibson and carried. 

The proposal was discussed again at the 
Wednesday meeting of the Council. Dr. Lierle 
made a motion, seconded by Dr. Dunnington, 
that the Executive Secretary-Treasurer draft 
an answer stating that we wish to cooperate 
as much as possible without damaging the 
success of our own meeting. The motion car- 
ried. 


2. Dr. Benedict presented the following pro- 
posed changes in the Constitution and By- 
Laws for the consideration of the Council: 


The first paragraph and Sections (a), (b), 
and (c) of Article III of the Constitution of 
the American Academy of Ophthalmology 
and Otolaryngology, 1957 edition, now reads: 


Article III 
MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of.the Society, such members to be designated 
as Active Fellows, Associate Fellows, and 
Honorary Fellows. 


(a) Active Fellowship 


A candidate for Active Fellowship shall be 
a member in good standing of his or her local 
and national medical society and shall be cer- 
tified and approved by a national examining 
and certifying specialty Board acceptable to 
the Council. 


(b) Inactive Fellows 


Senior or Junior Fellows may by reason of 
physical infirmity or retirement from prac- 
tice be classified by action of the Council as 
“Inactive.” Inactive Fellows shall pay no dues, 
have no voting privileges, and shall not re- 
ceive the TRANSACTIONS. 


The application blank provided by the 
Academy shall be duly filled out by the can- 
didate and filed, together with the current 
application fee, with the Executive Secretary- 
Treasurer. The application shall carry the 
endorsement of two Fellows of the Academy, 
at least one of whom shall be a resident of 
the candidate’s home state or province (é€x- 
cept where there are not members of the So- 
ciety resident in the state or province). 


If an applicant shall fail to qualify for Fel- 
lowship within three years after his applica- 
tion has been filed with the Executive Secre- 
tary-Treasurer, the application fee is forfeit- 
ed—however, the applicant may renew his ap- 
plication for an additional three-year period 
by paying the current fee. Application fee is 
not returnable except by order of the Coun- 
cil after the candidate is refused election. 


At least four weeks before the annual meet- 
ing a list of all applications filed with the 
Executive Secretary-Treasurer shall be sent 
to the Fellows with the official call of such 
meeting. Applications so listed shall be pre- 
sented to the Council and after its approval 
shall be submitted to the Active Fellows of 
the Academy for voting at the next annual 
meeting. Other applications not included in 
said list shall not be submitted by the Coun- 
cil for vote of the Active Members of the 
Academy until after an annual meeting. A 
three-fourths afhrmative vote of all Active 
Fellows present and voting shall constitute an 
election. 


Any doctor of medicine, who has materially 
aided the progress of medicine in its relation 
to diseases of the eye, ear, nose or throat, may, 
on nomination of two Fellows and recom- 
mendation of the Council, and by a unani- 
mous vote of the Fellows present at an annual 
meeting, be elected an Active Fellow. 
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(c) Associate Fellowship 

Associate Fellows may be elected from 
those in fields allied to Ophthalmology and 
Otolaryngology who are not eligible to other 
fellowship classifications and who are pro- 
posed by two Active Fellows, approved by the 
Council, and have a three-fourths affirmative 
vote of all Fellows present at the Annual 
Meeting. Associate Fellows shall pay dues 
equal to one-half the regular dues for Jun- 
ior Fellows. They shall not be eligible to 
vote or to hold office, but they shall receive 
the TRANSACTIONS. 


The following amendments are proposed: 
1. In Article III, first paragraph: 


(a) Imsert the words Life Fellows, In- 
active Fellows following the words 
Actwe Fellows. 


In Article III, Section (a) Active Fellow- 
ship, add after the words acceptable to 
the Council, the sentences Active Fellows 
shall automatically become Life Fellows af- 
ter twenty-five consecutive years in good 
standing. Life Fellows shall enjoy all the 
privileges of Active Fellows. 


In Article III, Section (b) Inactive Fel- 
lows, paragraph one: 


(a) Delete the first three words Senior or 
Junior and substitute the word Active. 


(b) Im the second sentence delete the 
words pay no dues. 


(c) At the end of the paragraph, after 
the word TRANSACTIONS, add the 
words except by subscription. 


(d) Transfer paragraph one to the end of 
Article III, Section (b). 


In Article III, Section (b) Inactive Fel- 
lows, paragraph two: 


(a) Delete the words at least one of 
whom shall be a resident of the can- 
didate’s home state or province (ex- 
cept where there are not members of 
this Society resident in the state or 
province). 


In Article III, 
Fellowship : 


(a) Delete the sentence Associate Fellows 
shall pay dues equal to one-half the 
regular dues for Jumor Fellows. 


Section (c) Associate 


The first paragraph and Sections (a), (b), 
and (c) of Article III of the Constitution of 
the American Academy of Ophthalmology and 
Otolaryngology, as amended, would then 
read : 
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Article Il 
MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of the Society, such members to be designated 
as Active Fellows, Life Fellows, Inactive Fel- 
lows, Associate Fellows, and Honorary Fel- 
lows. 


(a) Active Fellowship 


A candidate for Active Fellowship shall 
be a member in good standing of his or her 
local and national medical society and shall 
be certified and approved by a national ex- 
amining and certifying specialty Board ac- 
ceptable to the Council. Active Fellows shall 
automatically become Life Fellows after 
twenty-five consecutive years in good stand- 
ing. Life Fellows shall enjoy all the privileges 
of Active Fellows. 


The application blank provided by the 
Academy shall be duly filled out by the can- 
didate and filed, together with the current ap- 
plication fee, with the Executive Secretary- 
Treasurer. The application shall carry the 
endorsement of two Fellows of the Academy. 


If an applicant shall fail to qualify for 
Fellowship within three years after his appli- 
cation has been filed with the Executive Sec- 
retary-Treasurer, the application fee is for- 
feited—however, the applicant may renew 
his application for an additional three-year 
period by paying the current fee. Application 
fee is not returnable except by order of the 
Council after the candidate is refused election. 


At least four weeks before the annual meet- 
ing a list of all applications filed with the 
Executive Secretary-Treasurer shall be sent 
to the Fellows with the official call of such 
meeting. Applications so listed shall be pre- 
sented to the Council and after its approval, 
shall be submitted to the Active Fellows of 
the Academy for voting at the next annual 
meeting. Other applications not included in 
said list shall not be submitted by the Coun- 
cil for vote of the Active Members of the 
Academy until after an annual meeting. A 
three-fourths affirmative vote of all Active 
Fellows present and voting shall constitute 
an election. 


Any doctor of medicine who has material- 
ly aided the progress of medicine in its rela- 
tion to diseases of the eve, ear, nose or throat 
may, on nomination by two Fellows and rec- 
ommendation of the Council, and by unani- 
mous vote of the Fellows present at an an- 
nual meeting, be elected an Active Fellow. 
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(b) Inactive Fellows 
Active Fellows may by reason of physical 
infirmity or retirement from practice be classi- 
fied by action of the Council as “Inactive.” 
Inactive Fellows shall have no voting priv- 
ileges and shall not receive the TRANSACTIONS 
except by subscription. 


(c) Associate Fellowship 

Associate Fellows may be elected from 
those in fields allied to Ophthalmology and 
Otolaryngology who are not eligible to other 
fellowship classifications and who are pro- 
posed by two Active Fellows, approved by 
the Council, and have a three-fourths affirma- 
tive vote of all Fellows present at the An- 
nual Meeting. They shall not be eligible to 
vote or to hold office, but they shall receive 
the TRANSACTIONS. 


It is further proposed to make the follow- 
ing amendments in the By-Laws of the Acad- 
emy : 


Article V, Dues, Section 4 now reads: 


Section 4. A Fellow in arrears for one 
year’s dues, who fails after notification by 
the Executive Secretary-Treasurer to last 
known address to pay such arrears, must be 
dropped from the subscription roll of the 
TRANSACTIONS. 


It is proposed to delete the words must be 
dropped from the subscription roll of the 
TRANSACTIONS and substitute the words wil! 
mot receive the TRANSACTIONS except by sub- 
scription. 


Article V, Dues, 
would then read: 


Section 4, as amended, 


Section 4. A Fellow in arrears for one 
year’s dues, who fails after notification by 
the Executive Secretary-Treasurer to last 
known address to pay such arrears, will not 
receive the TRANSACTIONS except by subscrip- 
tion. 


Article V, 
reads: 


Dues, Section 6, which now 


Section 6. Fellows shall be classified as fol- 
lows: 
Honorary Fellows. Honorary Fellows shall 


not pay dues. They shall not be eligible to hold 
office nor to vote. 


Associate Fellows. Associate Fellows shall 
pay dues equal to one-half of the dues of 
Junior Fellows, and they shall not be eligible 
to vote or to hold office. 


Inactive Fellows. Senior or Junior Fellows 
who by reason of physical infirmity or re- 
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tirement from practice may by action of the 
Council be classified as “Inactive.” Inactive 
Fellows shall pay no dues, have no voting 
privileges, and shall not receive the TRANS- 
ACTIONS. 


Active Fellows shall be classified as fol- 
lows: 


Life Fellows. Fellows who have paid dues 
continuously for thirty years will automatical- 
ly become Life Fellows. They shall not be 
required to pay any fees or dues or assess- 
ments and shall enjoy all the privileges of 
Active Fellows. 


Senior Fellows. Fellows who have paid dues 
continuously for twenty-five years will be 
termed Senior Fellows and their dues will 
be one-half of the dues of Junior Fellows. 


Junior Fellows. All other Fellows will be 
designated as Junior Fellows. Dues will be 
determined by the Council. 


The Council, for sufficient reasons, may 
nominate Fellows to Life or to Honorary Fel- 
lowship, and a unanimous vote of the Active 
Fellows present and voting at the annual meet- 
ing shall constitute an election. 


It is proposed to delete this entire Section 
and replace it. The new Section 6 of Article 
V of the By-Laws, as amended, would then 
read : 

Section 6. 

Active Fellows shall pay dues as- deter- 
mined by the Council for twenty-five consecu- 
tive years. They shall then automatically be- 
come Life Fellows. 


Life Fellows shall not be required to pay 
any dues, fees, or assessments. 


Associate Fellows shall pay dues equal to 
one-half the dues of Active Fellows. 


Inactive Fellows shall pay no dues. 


A motion was made by Dr. Dunnington, 
seconded by Dr. Victor Goodhill, that the 
amendments as outlined be approved by the 
Council and referred to the next session. The 
motion carried. 


3. Dr. William McNally suggested that the 
Honor Key be considered as the equivalent 
of the Instructor’s Badge, allowing the wear- 
er to enter any instruction course without 
fee. 


Dr. John Dunnington made a motion that 
the general plan outlined by Dr. McNally be 
approved by the Council and that the details 
of administration be left in the hands of the 
Board of Secretaries for solution. The mo- 
tion was seconded by Dr. Glen Gibson, and 
carried. 


a 
: 
zs 

t 

= 

\ 
3 


894 


4. A written communication from Dr. Rich- 
ard Troutman was presented to the Council, 
Wednesday, October 15, in which he requested 
the Council to form a Committee on the Use 
of Alpha-Chymotrypsin in Ophthalmology. 

Dr. Benedict made a motion, seconded by 
Dr. Roper, that the Council establish a Com- 
mittee on the Use of Alpha-Chymotrypsin in 
Ophthalmology, and that Dr. Derrick Vail 
be appointed chairman. The motion carried. 


5. Dr. Benedict nominated the following men 
for reappointment to the secretarial offices of 
the Academy : 

Secretary for Ophthalmology: Kenneth L. 
Roper, M.D. 
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Secretary for Otolaryngology: Eugene L. 
Derlacki, M.D. 

Secretary for Instruction in Ophthalmolo- 
gy: A. D. Ruedemann, M.D. 

Secretary for Instruction in Otolaryngology 
and Maxillofacial Surgery: Dean M. Lierle, 
M.D. 

Secretary for Home Study Courses: Daniel 
Snydacker, M.D. 

Secretary for Public Relations: Glen Gib- 
son, M.D. 

The nominations were seconded by Dr. Dun- 
nington and accepted by the Council. 

Since no further business was brought be- 


fore the Council, the meeting adjourned sine 
die. 


ANNUAL BUSINESS MEETING 


The business meeting of the Sixty-Third 
Annual Session of the American Academy of 
Ophthalmology and Otolaryngology, held in 
the Palmer House, Chicago, Illinois, Thurs- 
day afternoon, October 16, 1958, convened 
at 5:30 o'clock, Dr. LeRoy A. Schall, Presi- 
dent, presiding. 


Dr. ScHALL: The business meeting of the 
Sixty-Third Annual Session of the American 
Academy of Ophthalmology and Otolaryn- 
gology will come to order. 


The first item on the agenda is the report 
of the Executive Secretary, Dr. William L. 
Benedict. 


Report of the Executive Secretary: 


The Secretary’s report is condensed. Further 
detailed information is available. 


The fellowship as of January 1, 1958, which 
is the beginning of our fiscal year: 


384 
499 
Inactive Fellows .............. 115 
Honorary Fellows ............ 33 
Associate Fellows ............ 3 


There are 264 candidates to be considered 
at this meeting who have been approved by 
the Council. 


On January 1, 1958, 65 Fellows were ele- 
vated to senior fellowship; 77 Fellows were 
elevated to life fellowship. One hundred and 
seven deaths were reported since our last An- 
nual Meeting (October 1, 1957, to October 1, 
1958). 


The Council has accepted the resignations 
of 7 Fellows; requests for inactive status have 
been approved for 22 Fellows; and 3 Fellows 
have been dropped for nonpayment of dues. 


Mr. President, I move the acceptance of 
this report. 


The motion was seconded by Dr. Kenneth 
L. Roper and carried. 


Dr. SCHALL: The next item on the agenda 
is the report of the Treasurer, Dr. Benedict. 


Report of the Treasurer: 


The certified accountant’s audit of the af- 
fairs of the Academy as of December 31, 
1957, was published in the May-June 1958 
issue of the TRANSACTIONS. It is a rather 
lengthy report, and inasmuch as it has been 
published, I question whether you want to 
hear this report in detail. 


Dr. ScHALL: What is your pleasure? 
A motion was made by Dr. Roper, seconded 


by Dr. Glen Gibson, that the reading of the 
report be omitted. The motion carried. 
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Dr. ScHALL: Next is the report of the 
Senior Member of the Council, Dr. Algernon 
B. Reese. 


Report of the Senior Member of the Council: 


Mr. President and Members of the Acad- 
emy: The Council has received and approved 
the reports of the Executive Secretary-Treas- 
urer, the Editor of the TRANSACTIONS, the 
Council Committees, and joint and standing 
committees. These reports will be published 
in the November-December 1958 issue of the 
TRANSACTIONS. 


The Council recommends that the applica- 
tion fee for fellowship in the Academy shall 
remain at $25; the annual dues for Junior 
Fellows at $20; for Senior .and Associate 
Fellows at $10. 


Mr. President, | move the adoption of this 
recommendation. 


The motion was seconded by Dr. Daniel 
Snydacker and carried. 


The Council recommends the following ap- 
propriations for the year 1959: 


To the Committee on Conservation of Hear- 
ing, a sum not to exceed $20,000; $7,500 of 
this to be earmarked for the Subcommittee on 
Noise for educational purposes. 


To the Committee on Ophthalmic Patholo- 
gy, $2,500. 

To the Committee on Standardization of 
Tonometers, an amount not to exceed $1,000. 


To the Teachers’ Section, an amount suff- 
cient to defray the expenses of the special 
program at the 1958 meeting. 


To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, $10,000, 
for special tests made at the CDC Laboratory. 


To the American Committee on Optics and 
Visual Physiology, $200. 


To the American Orthoptic Council, $200. 


To the Joint Committee on Eye Banks, 


To the International Federation of Oph- 
thalmological Societies, $300. 

To the National Committee on Research in 
Ophthalmology and Blindness, $500. 

To the National Society for Medical Re- 
search, $1,000. 

To salary of a consultant at the Armed 
Forces Institute of Pathology, $7,000. 

To a fellowship at the Armed Forces Insti- 


tute of Pathology in Ocular Pathology, $700 
per month for 12 months. 


Mr. President, | move the adoption of these 
recommendations. 


The motion was seconded by Dr. Roper and 
carried. 


The Council recommends the following ap- 
pointments : 


As chairmen to standing and joint com- 
mittees for the year 1959: 


To the Committee on Audio-Visual Educa- 
tion, Dr. Dean M. Lierle. 


To the Committee on Conservation of Hear- 
ing, Dr. Dean M. Lierle. 


To the Committee on Evaluation of the 
Nonsurgical Treatment of Strabismus, Dr. 
Daniel Snydacker. 


To the Committee on Implants and Implant 
Techniques, Dr. A. D. Ruedemann. 


To the Committee on Ophthalmic Pathology, 
Dr. Michael J. Hogan. 


To the Committee on Otolaryngic Patholo- 
gy, Dr. Paul H. Holinger. 


To the Committee on Reconstructive Plastic 
Surgery, Dr. John Marquis Converse and Dr. 
Wendell L. Hughes. 


To the Committee on Scientific Exhibit, Dr. 
Kenneth L. Roper and Dr. Eugene L. Der- 
lacki. 

To the Committee on Standardization of 
Tonometers, Dr. Elmer J. Ballintine. 


To the Committee on Surgery of the Head 
and Neck, Dr. LeRoy A. Schall. 


To the Teachers’ Section: Ophthalmology, 
Dr. A. D. Ruedemann. 


To the Teachers’ Section: Otolaryngology, 
to be appointed. 


To the Committee on Use of Diagnostic 
Procedures and Therapy in Uveitis, Dr. A. D. 
Ruedemann. 

Mr. President, | move the adoption of these 
recommendations. 


The motion was seconded by Dr. Ralph M. 
Rychener and carried. 


The Council further recommends that a 
Council committee be formed to be known as 
Committee for Research in Otolaryngology, 
that Dr. Harold F. Schuknecht be named as 
chairman of the committee, and that the com- 
mittee be empowered to grant awards for 
research in otolaryngology in an amount not 


to exceed $5,000 under the rules outlined in 
1957. 


Mr. President, I move the adoption of these 
recommendations. 


The motion was seconded by Dr. John H. 
Dunnington and carried. 
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The Council recommends the following ap- 
pointments as representatives of the Academy 
to: 

American Association for the Advancement 
of Science, Dr. M. Elliott Randolph. 


American Board of Ophthalmology, Dr. 
W. Banks Anderson for a term of four years 
beginning January 1, 1959. 


American Committee on Optics and Visual 
Physiology, Dr. Frederick C. Cordes, for a 
term of three years beginning January 1959. 

American Orthoptic Council, Dr. Frank D. 
Costenbader, for a term of three years be- 
ginning January 1959. 

American Standards Association, Committee 
for Standardization of Ophthalmic Lenses, 
Dr. Carl J. Rudolph and Dr. Arthur C. 
Linksz. 

American Standards Association, Acoustical 
Standards Board, Dr. Edmund P. Fowler, Jr. 

Joint Committee on Eye Banks, Dr. Alson 
E. Braley and Dr. John Harry King, Jr. 


National Congress of Parents and Teach- 
ers, Dr. Frank D. Costenbader. 


National Society for Crippled Children and 
Adults, Inc., Dr. Dean M. Lierle. 


Mr. President, I move the acceptance of 
these recommendations. 


The motion was seconded by Dr. Rychener 
and carried. 


The Council recommends approval of the 
interim appointment of Dr. Henry F. Allen 
to the Committee for Conference on Staph- 
ylococcal Disease; and of Dr. David D. De- 
Weese to the Joint Committee for Study of 
Paramedical Areas in Relation to Medicine. 

Mr. President, I move the approval of these 
interim appointments. 


The motion was seconded by Dr. J. Milton 
Robb and carried. 


The Council recommends the nomination of 
Dr. William L. Benedict as Editor-in-Chief 
of. the TRANSACTIONS. 

Mr. President, I move approval of this re- 
aquest. 


The motion was seconded by Dr. Gibson and 
-carried. 


The Council nominates for associate fellow- 
‘ship the following candidates: 


Michael Branly, Havana, Cuba 

Oscar F. Horstmann, Havana, Cuba 

V. Everett Kinsey, Detroit 

Kenneth Ogle, Rochester, Minn. 

Jose Sverdlick, Buenos Aires, Argentina 


The Council also nominates for active fel- 
lowship the 264 candidates whose names ap- 
pear on the sheet handed to you as you en- 
tered the room. 


Mr. President, I move that we accept the 
nominations of the Council. 


The motion was seconded by Dr. F. Bruce 
Fralick and carried. 


New.y ELecrep FELLOows 
or THe ACADEMY: 


Almeda, Emmanuel M., Philippine Gen- 
eral Hospital, Manila, Philippines, OP 

Altfather, Ellis McFerrin, Ireland Army 
Hospital, Fort Knox, Ky., OP 

Anderson, Robert Garfield, 2760 W. Fos- 
ter Ave., Chicago 25, Ill., OP 

Anthony, James McCullough, 8215 West- 
chester Dr., Dallas 25, Texas, ALR 

Anthony, Marc, 508 Old Nat'l Bank 
Bldg., Spokane 1, Wash., OP 

Arribas, Neva P., 1612 Rizal Ave., Ma- 
nila, Philippines, OP 

Arsenault, Armand, 1150 E. St. Joseph 
Bivd., Montreal, Que., Canada, ALR 

Ashcraft, Elijah Jefferson, Jr., 613 W. 
Filmore St., Harlingen, Texas, ALR 

Azar, Robert F., 1123 Maison Blanche 
Bldg., New Orleans 16, La., OP 


Baade, Ernest Alfred, 33 W. Third St., 
Lewistown, Pa., ALR 

Barnes, Charles Rupert, 3720 Washing- 
ton Blvd., St. Louis 8, Mo., OP 


Bartholomew, Henry Homer, 508 E. 
South Temple St., Salt Lake City 2, 
Utah, OP 


Beck, Paul M., Kirkpatrick Bldg., St. 
Joseph, Mo., OP 

Behle, Charles F., 1046 E. First South 
St., Salt Lake City 2, Utah, OP 

Belzile, Marcel J., 936A Sherbrooke St. 
East, Montreal, Que., Canada, ALR 

Bennett, Truett Vann, 144 Ponce de Leon 
Ave. N. E., Atlanta 8, Ga., ALR 

Bercovitz, Jean T., 3465 Cote des Neiges, 
Montreal 25, Que., Canada, ALR 

Berk, Myles M., 4101 Jenkins Arcade, 
Pittsburgh 22, Pa., OP 

Best, Ray Golding, 405 Pelissier St., 
Windsor, Ont., Canada, OP 

Black, Henry H., 4062 Jenkins Arcade, 
Pittsburgh 22, Pa., OP 

Blais, Raymond, 837 Cherrier St., Mon- 
treal, Que., Canada, ALR 

Blatt, Irving Myron, Hauser Clinic, 7411 
Third Ave., Detroit 2, Mich., ALR 
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Bock, Rudolf H., 145 N. California Ave., 
Palo Alto, Calif., OP 

Bourne, Reginald Alan, 1414 Drummond 
St., Montreal 25, Que., Canada, OP 

Brault, Jules, 418 Sherbrooke St. East, 
Montreal, Que., Canada, OP 

Brockhurst, Robert John, 99 W. Cedar 
St.. Boston 14, Mass., OP 


Brown, James Stinson, 508-509 Grey- 
hound Bldg., Calgary, Alta., Canada, 
ALR 


Brown, John Joseph, 63 N. Common SBt., 
Lynn, Mass., ALR 


Bunker, Rex James, 605 Professional 
Bldg., Santurce, Puerto Rico, ALR 


Burton, Truman Young, 616 Tejon St., 
Colorado Springs, Colo., OP 


Butler, William Ernest, 1222 N. 27th St., 
Billings, Mont., OP 


Byers, Jerome Leon, 3607 Gaston Ave., 
Dallas 10, Texas, OP 


Cacchillo, Rose C., 57 W. 57th St., New 
York 19, N. Y., OP 

Carroll, John Dennis, Jr., 406 Fulton St., 
Troy, N. Y., OP 

Carter, Robert Clare, 1322 Malgren Ave., 
San Pedro, Calif., OP 

Caygill, Wayne Metcalf, 
Oakland 9, Calif., OP 

Chatterley, J. Garth, Medical Arts Bldg., 
Salt Lake City 11, Utah, OP 

Christoferson, Kent William, 505 Eugene 
Medical Center Bldg., Eugene, Ore., 
OP 

Cleasby, Gilbert William, 2400 Clay St., 
San Francisco 15, Calif., OP 

Cook, Robert Dean, 220 Meridian Rd., 
San Jose, Calif., OP 

Cooke, Samuel Leonard, U. S. Army Hos- 
pital, Fort Bragg, N. C., ALR 

Courtis, Baudilio, Parana 750, Buenos 
Aires, Argentina, OP 

Culbertson, Marvin Criddle, Jr., 3619 
Fairmount St., Dallas 19, Texas, ALR 

Curts, Calvin Jeffries, 1124 Professional 
Bldg., Kansas City 6, Mo., OP 
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30th St., 


Dale, David O., 132 S. Prospect 
Park Ridge, Ill., ALR 

Davis, Herbert A., 2900 S. Fort St., De- 
troit 17, Mich., ALR 

Davis, Robert James, 305 Medical Cen- 
ter Bldg., Spokane 4, Wash., OP 

De Francois, Walter, 122 S. Michigan 
Ave., Chicago 3, lll., OP 

de la Vega, Felix, 222 W. Exchange, 
Freeport, Ill., OP 


Ave., 


Derivaux, Joseph H., The Street Clinic, 
Vicksburg, Miss., OP 

Dimun, Michael Francis, 8078 Jenkins 
Arcade, Pittsburgh 22, Pa., OP 

Dobson, Clare William, Ste. 213, 170 
St. George St., Toronto 5, Ont., Can- 
ada, ALR 

Dodd, Elbert W., Jr., 1726 M St. N. W., 
Washington 6, D. C., OP 

Dole, John Addis, Jr., 513 Neal 
Ironton, Ohio, OP 

Donn, Anthony, 635 W. 
York 32, N. Y., OP 

Donohoo, Albert Curry, 
Hospital, 
ALR 

Dunn, Ralph Orace, 714 Medical Towers, 
Houston 25, Texas, OP 

Durk, Irving, 135 Ocean Ave., Brooklyn 
25, N. ¥., OP 


Ave., 
165th St., New 


Brooke Army 
Fort Sam Houston, Texas, 


Eckdahl, Robert Wilson, 1053 R St., 
Fresno, Calif., OP 
Edwards, Larry Edwin, 1648 Post Rd., 


Fairfield, Conn., ALR 

Egleston, DuBose, University of North 
Carolina Medical School, Chapel Hill, 
N. C., OP 

Elliott, Dean C., Burns Clinic, Petoskey, 
Mich., ALR 

Elsen, John, 636 Church St., Evanston, 
lll., ALR 

Elser, Otto H., 10901 Winner Rd., In- 
dependence, Mo., OP 

Erickson, Raymond Leroy, 901 Livesley 
Bldg., Salem, Ore., OP 

Estrada, Werther Duque, Av. Copacabana 
540, Rio de Janeiro, Brazil, OP 


Fairbanks, Bryce Jay, 34 S. Fifth Bast, 
Salt Lake City 2, Utah, OP 

Fairfax, Walter A., Jr., USAF Hospital, 
Shepoard AFB, Texas, OP 

Fanjoy, Roy Wilfred, 8 Germain St., St. 
John, N. B., Canada, ALR 

Felt, Robert S., 312 Medical Arts Bldg., 
Salt Lake City 11, Utah, OP 

Fercho, Calvin K., 812 Black Blidg., 
Fargo, N. D., OP 

Ferguson, Edward Clifton, III, Univer- 
sity Hospitals, lowa City, lowa, OP 

Ferrer, Olga Maria, Linea y L. Vedado, 
Havana, Cuba, OP 

Fischer, Wolfram George, 645 W. Hard- 
ing Way, Stockton 4, Calif., ALR 

Fisher, George W., Jr., McPherson Hos- 
pital, Durham, N. C., OP 

Flanagan, Clair Mills, 80 Sheboygan St., 
Fond du Lac, Wis., ALR 
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Flanary, Lemuel Madison, 530 W. 20th 
St., Houston 8, Texas, OP 


Foxworthy, Laurel Rae, 1511 Medical- 
Dental Bldg., Seattle 1, Wash., OP 


Freeman, Richard Jerome, 14900 De- 
troit Ave., Lakewood 7, Ohio, ALR 


Fuhring, Shirley Anthony, 117 E. Cook 
St., Santa Maria, Calif.. OALR 


Gahagan, Lawrence Oley, Lackland Air 
Force Base, San Antonio, Texas, OP 
Gambacorta, Humbert Michael, 19 Holly 
St., Cranford, N. J., OP | 

Gitter, Joseph, 640 Main St., Malden 48, 
Mass., ALR 

Glew, William Bainbridge, Washington 
Clinic, Wisconsin and Western Ave- 
nues, Washington 15, D. C., OP 

Glueck, Sidney John, 34 W. High St., 
Springfield, Ohio, OP 

Goodwin, Maurice Roy, 724 Pelham 
Parkway South, New York 62, N. Y., 
ALR 

Greenberg, Richard Saul, 1421 Dodge St., 
Omaha 2, Neb., OP 


Hagens, Walter Edward, 30 N. Michigan 
Ave., Chicago 2, Ill., OP 

Halberg, G. Peter, 936 Fifth Ave., New 

Hara, Kinge, 1729 S. 11th St., Milwaukee 
4, Wis., ALR 

Harris, William S., 3616 Maple Ave., 
Dallas 19, Texas, OP 

Helmick, Ernest D., 228 N. Second St., 
Harrisburg, Pa., OP 

Hendrick, Robert Smith, Highland Clinic, 
Shreveport, La., ALR 

Hernandez Gonzalo, Pedro A., Calle 8 
$358, Vedado, Havana, Cuba, ALR 

Holland, Malvern Carlyle, U.S.P.H.S. 
Hospital, 4141 N. Clarendon St., Chi- 
cago, Ill., OP 

Holm, Arvid Gustov, 2040 W. Wisconsin 
Ave., Milwaukee 3, Wis., OP 

Hopen, Joseph Martin, 421 N. 
Hghwy., Hollywood, Fla., OP 

Hopkins, Robert Edgar, 242 N. Sutter 
St., Stockton 2, Calif., OP 

Hoyt, William Fletcher, 384 Post, San 
Francisco, Calif., OP 

Hungerford, Louis Newell, Jr., 
Ninth Ave., Seattle 1, Wash., OP 


Federal 
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Iser, Gilbert, 3403 W. Lawrence Ave., 
Chicago 25, Ill., OP 


Jackson, James Wishart, Winnipeg Clin- 
ic, Winnipeg 1, Man., Canada, ALR 


Jackson, Thomas Marion, 1049 Madison 
Ave., Memphis 4, Tenn., ALR 

Jennings, David Thorington, 912 W. 
Fourth St., Williamsport, Pa., OP 

Johnson, Douglas L., Medical Center, 
Little Falls, Minn., OP 

Johnson, Nicholas J., 2010 E. 102nd St., 
Cleveland 6, Ohio, OP 

Johnson, William Rayner, 117 W. Bos- 
cawen St., Winchester, Va., OP 


‘Jones, George Herbert, 3332 Convention 


St., Baton Rouge 6, La., OP 

Jones, Samuel Thomas, 904 W. Adams 
St., Chicago 7, Ill., OP 

Joseph, Donald John, Fitzsimons Army 
Hospital, Denver 8, Colo., ALR 

Jungschaffer, Otto H., Massachusetts Eye 
and Ear Infirmary Retina Service, Bos- 
ton 14, Mass., OP 


Kaplan, Gerald, 8 Summit Ave., Hacken- 
sack, N. J., ALR 

Karutz, Wallace S., 118 Pennsylvania 
Ave., Brooklyn 7, N. Y., ALR 

Kavanagh, Thomas W., 612 Michigan 
Nat’l Bank, Battle Creek, Mich., ALR 

Kelly, William James, 10 Union Ave., 
Lynbrook, N. Y., OP 

Kemper, Robert Allen, 1308 Union Cen- 
tral Bldg., Cincinnati 2, Ohio, OP 

Keskey, George Richard, 1714 E. Capital 
Dr., Milwaukee 11, Wis., OP 

Kinkella, Albert Matthew, 650 S. Central 
Ave., Marshfield, Wis., ALR 

Klotz, Robert E., 243 Charles St., Boston 
14, Mass., ALR 

Knight, Robert E., 705 N. 
Bloomington, Ill., ALR 

Kohl, Justin William, 2720 Capitol Ave., 
Sacramento, Calif., OP 

Kowal, Roland A., 505 S. Oak Park Ave., 
Oak Park, Ill., OP 

Kraft, James Edward, 108 W. Sixth St., 
Tulsa 19, Okla., OP 

Krimmer, Burton Mark, 5736 W. North 
Ave., Chicago, Ill., OP 

Kuhn, Arthur J., 112 Rimbach St.. Ham- 
mond, Ind., ALR 

Kupersmith, Harry S., 117 N. Claudina, 
Anaheim, Calif., OP 

Kurtzman, Joseph Louis, U. S. Naval 
Hospital, Beaufort, S. C., OP 


East St., 


Lakritz, Amrum, 30 N. 
Chicago 2, Ill., OP 
Lanning, Charles D., 975 Ryland, Reno, 

Nev., OP 
Lassiter, Lawrence H., 122 S. Michigan 
Ave., Chicago 3, Ill., OP 


Michigan Ave., 
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Lava, Irving M., 628 S. San Vicente 
Blvd., Los Angeles 48, Calif., OP 

Lawrence, Carteret, Johns Hopkins Hos- 
pital, Baltimore 5, Md., OP 

Lerman, Sidney, 260 Crittenden Blivd., 
Rochester 20, N. Y., OP 

Levene, Ralph Zalman, 550 First Ave., 
New York 16, N. Y., OP 

Lewis, John E., 24 Pine St. South, Tim- 
mins, Ont., Canada, OP 

Light, Arthur, 25 E. Washington St., 
Chicago 2, Lll., OP 

Lilly, Frederick Vivan, 407 
Beckley, W. Va., ALR 

Lineback, Carl Mayo, U. S. Army Hospi- 
tal, Fort Chaffee, Ark., ALR 

Ling, Chih-Huan, 457 Maine St., Winni- 
peg, Man., Canada, OALR 

Locken, Gail Ann, 424 W. Woodruff 
Ave., Toledo 2, Ohio, OP 

Lowry, Dick Moss, 1200 N. Walker, OK- 
lahoma City 3, Okla., ALR 


Bair Bldg., 


Lubrano, Daniel, 910 Citizen’s Bldg., 
Tampa, Fla., ALR 
MacDuffee, Frederic D., 34 N. Ash St., 


Ventura, Calif., OP 

MacGlashan, Charles B., Jr., 600 S. Main 
St., Salinas, Calif., OP 

MacKay, Murdo, 321 Commercial 
Clifton Forge, Va., ALR 

Maier, Godfrey George, 1114 Heyburn 
Bldg., Louisville 2, Ky., ALR 

Mamo, Jubran G., 1601 Spring Garden 
St., Philadelphia 30, Pa., OP 

Martinez, Daniel McNamara, 1511 N. 
Beckley, Dallas 3, Texas, ALR 

Masson, James Knowles, 200 First St. S. 
W., Rochester, Minn., P1 §S 

McArtor, James Richard, USN Hospital, 
Quantico, Va., OP 

McCloskey, Robert Bruce, 745 E. Big 
Bend, Webster Groves 19, Mo., ALR 

McCole, Cornelius Edward, Henry Ford 
Hospital, Detroit 2, Mich., OP 

McDonald, Henry H., 127 N. Madison St.., 
Pasadena, Calif., OP 

McTigue, John William, 1746 K St. N. 
W., Washington 6, D. C., OP 

Mettier, Stacy R., Jr., 490 Post St., San 
Francisco 2, Calif., OP 

Miller, David Hugh, 22 Washington St., 
Cumberland, Md., OP 

Miller, James E., 640 S. Kingshighway, 
St. Louis 10, Mo., OP 

Miller, Robert Glasgow, 30 N. Michigan 
Ave., Chicago 2, Ill., OP 

Miranda-Rivera, Manuel N., 720 Ponce 


de Leon Ave., Hato Rey, Puerto Rico, 
OP 


St., 
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Molzahn, Clifford Douglas, 1801 Carnegie 
Ave., Cleveland 15, Ohio, OP 


Montgomery, Amzi Denbo, 905 Gen. 
Mouton Ave., Lafayette, La., ALR 


Newby, William Edward, U.S.P.H.S. Hos- 
pital, Seattle 14, Wash., OP 

Normann, Frank S., 1520 Aline St., New 
Orleans 15, La., ALR 


Nursall, John F., 2163 Torrance Blvd., 
Torrance, Calif., OP 


Ohta, Victor M., 2750th USAF Hospital, 
Wright-Patterson AFB, Ohio, OP 

Okamura, Ichiro D., 99 W. Cedar St., 
Boston 14, Mass., OP 


Oleari, Valdo P., 214 N. Hale St., Whea- 
ton, Ill., OP 


Paine, Albert James, Bluefield Sanitari- 
um Clinic, Bluefield, W. Va., ALR 
Palmer, Robert Hamilton, Jr., U. S. Nav- 

al Hospital, Pensacola, Fla., OP 
Patience, Hansi Rademacher, 940 Pine 
St., Glenview, Ill., OP 
Penn, Robert F., V. A. Hospital, Hines, 
Ill., OP 


Pennington, Claude Lee, 829 First St., 
Macon, Ga., ALR 


Pernoud, Flavius G., 634 N. Grand Blvd., 
St. Louis 3, Mo., OP 

Preston, Helen E., 15421 Sixth St., Vic- 
torville, Calif., OP 

Pringle, Richard Warner, 9 E. Union St., 
Burlington, N. J., OP 


Quilty, Thomas J., 112 E. Madison, Gosh- 
en, Ind., ALR 


Raines, Donald Sterling, 32 N. Goodman 
St., Rochester 7, N. Y., ALR 

Ramsey, Robert Bruce, 1414 Drummond 
St., Montreal, Que., Canada, OP 

Reel, Charles M., Mellon Bank Blidg., 
New Kensington, Pa., OP 

Rice, Marion Hobson, 542 
Decatur, Ga., OP 

Richards, Richard D., 721 Black Bldg., 
Waterloo, Iowa, OP 

Richardson, Eric Carleton, 730 Fifth 
Ave., New York 19, N. Y., OP 

Ritso, Olga, 11 Webster St., North Tona- 
wanda, N. Y., OP 

Rome, Albert, 101 W. North St., Dan- 
ville, Ill., OP 

Royce, Emery E., 
Tucson, Ariz., OP 


Church St., 


123 S. Stone Ave., 
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Rumage, Joseph Paul, 709 Audubon 
Bldg., New Orleans 12, La., OP 


Sade, Jacob, Department of Otolaryngol- 
ogy, Washington University, St. Louis 
10, Mo., ALR 

Schepens, Charles Louis, 99 W. Cedar 
St., Boston 14, Mass., OP 

Schmidt, Ruth Berta, 1708 N. 
Ave., Pomona, Calif., ALR 

Schosheim, Arnold M., 1036 Lorimer St., 
Brooklyn 22, N. Y., ALR 

Schultz, Marvin Harold, 114 N. Front St., 
Marquette, Mich., ALR 


Seott, Alfred W., 7 Bay State Rd., Bos- 
ton 15, Mass., OP 


Garey 


Scott, Pierre B., 1835 Eye St. N. W., 
Washington 6, D. C., OP 
Seale, Hubert James, 1325 Hickory, 


Abilene, Texas, OP 


Sergis, Mooshy, 127 E. Acacia St., Stock- 
ton 3, Calif., OP 


Settel, Nathan, 10 W. 82nd St., New 
York 24, N. Y., ALR 
Shamess, Sam Albert, 359 Queen St. 


East, Sault Ste. Marie, Ont., Canada, 
OP 

Shankar, Ramaiyer Gouri, Ranjit Sadan, 
Station Rd., Jaipur, Rajasthan, India, 
ALR 

Shapin, Sydney, 1346 50th St., Brooklyn 

Shea, John Joseph, 1018 Madison Ave., 
Memphis 4, Tenn., ALR 

Shearer, Robert Vernon, 517 N. Central, 
Glendale 3, Calif., OP 

Shepard, Marvin Glen, 722 Medical Arts 
Bldg., Dallas 1, Texas, ALR 

Shramek, Joseph Martin, Veterans Ad- 
ministration Hospital, Long Beach 4, 
Calif., ALR 

Shumate, Robert Edward L., 
Bldg., Seattle 1, Wash., OP 

Siedentop, Karl Heinrich, 715 Lake St., 
Oak Park, Ill., ALR 

Silverstein, Murray Herman, 942 Hemp- 
stead Turnpike, Franklin Square, L. IL., 
New York, N. Y., OP 

Skeehan, Raymond A., Jr., 130th Station 
Hospital, APO 403, New York, N. Y., 
OP 

Skloff, Samuel Harry, 1822 E. Allegheny 
Ave., Philadelphia 34, Pa., OP 

Smith, Ruby A., 513 N. Charles St., Bal- 
timore 1, Md., OP 

Snider, Louis R., 133 E. 4800 South, 
Murray, Utah, OP 

Sorokanich, Vera, First 
Scranton, Pa., ALR 


417 Cobb 


Nat'l Bank, 


Spillane, James Henry, 379 S. Main St., 
Phillipsburg, N. J., ALR 

Spradling, Richard Lee, 530 N. 27th St., 
Corvallis, Ore., OP 


Statton, Roy F., 702 Sharpe Bldg., Lin- 
coln 8, Neb., OP 

Steinmetz, Charles Gordon, III, 4606 
Spruce St., Philadelphia 39, Pa., OP 

Stewart, Robert Bell, 221 Professional 
Bldg., Springfield, Mo., OP 

Stock, Maurice Frederick, 319 Globe 
Bldg., Pittsburg, Kan., ALR 

Stone, Sidney Lawrence, 14620 E. Seven 
Mile Rd., Detroit 5, Mich., OP 

Sudarsky, Raymond David, 11 E. 68th 
St., New York 21, N. Y., OP 

Summerlin, Jack Donald, 
versity Medical Center, 
Ind., ALR 

Szewczyk, Edward John, 3939 State St., 
East St. Louis, Ill., OP 


Indiana Uni- 
Indianapolis, 


Tato, Juan Manuel, Azcuenaga 235, Bue- 
nos Aires, Argentina, ALR 

Talmage, Walter Raymond, 16 Elm St., 
Morristown, N. J., ALR 

Teed, Roy W., V. A. Hospital, 921 N. E. 
13th St., Oklahoma City, Okla., OP 

Thomas, Francis T., 44 Pondfield Rd., 
Bronxville 8, N. Y., OP 

Thornfeldt, Paul Richard, 919 Taylor 
St. Bldg., Portland, Ore., OP 

Tippin, Ernest Elwood, Jr., 609 N. Broad- 
way, Wichita 5, Kan., ALR 

Travis, Willis, 90 S. Hamilton St., 
Poughkeepsie, N. Y., OP 

Trimble, John Garfield, 116 S. Buckeye, 
Kokomo, Ind., OP 

Trunzo, Thomas Harold, 207 Thompson 
St., Latrobe, Pa., ALR 


Updegrove, Robert Albert, 428 Market 
St., Williamsport, Pa., ALR 

Utrata, Joseph, 238 N. High St., Chilli- 
cothe, Ohio, ALR 


VanArnam, Carleton E., 413 S.W. Fourth 
Ave., Gainesville, Fla., OP 

VanDyke, Don Philip, 607 E. Main, Kent, 
Ohio, OP 

VanLonkhuyzen, Maurice, 
St., Portland, Maine, OP 

Verity, Alden M., 248 W. Washington 
Blvd., Whittier, Calif., OP 

Vernlund, Robert James, 8&5 Jefferson 
St., Hartford 14, Conn., OP 

Vey, Edwin Kenneth, 355 Fifth Ave., 
Pittsburgh 22, Pa., OP 


31 Bramhall 
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Vicens, Enrique A., Edificio Professional 
3A, Concordia 31, Ponce, Puerto Rico, 
ALR 


Vidal-Gilet, Jose Humberto, 
40, Ponce, Puerto Rico, OP 


Concordia 


Wachs, Leonard V., 3650 Atlantic Ave., 
Long Beach 7, Calif., ALR 

Wagenaar, Philip, Chanute Air Force 
Hospital, Chanute AFB, Ill., OP 


Waldmann, Robert P., 5040 USAF Hos- 
pital, APO 942, Seattle, Wash., ALR 
Wallace, Joseph, Jr., 5 N. Owen Ave., 

Lansdowne, Pa., ALR 


Waller, Jesse Edward, 333 E. Huron St., 
Chicago 11, Ill., ALR 


Walters, Florence Amelia, 2800 Milwau- 
kee Ave., Chicago 18, Ill., OP 

Wang, Hsin Fen, 280 W. MacArthur 
Blvd., Oakland 11, Calif., ALR 


Warren, Claude M., Jr., Suite 101, 1720 
Springhill Ave., Mobile, Ala., ALR 


Webb, James William, 806 S. Church, 
Jonesboro, Ark., OP 


Weisbaum, M. Byron, 215 S. Seventh St., 
Springfield, Ill., OP 

Weisel, John Thomas, 836 E. Main St., 
Medford, Ore., OP 


Werner, Nathan Harold, 309 Hargrove 
St.. Winnipeg, Man., Canada, OP 


White, Frederick C., 175 25th Street, 
Richmond, Calif., OP 

Wilson, Robert B., 765 New Brother- 
hood Bldg., Kansas City 1, Kan., ALR 

Wilson, William Errol, 1455 Waterman 
Ave., Suite 124, San Bernadino, Calif., 
OP 

Winn, William E. Ted, Jr., 1300 Ban- 
croft Ave., San Leandro, Calif., OP 

Wittchow, Allen William, P. O. Box 734, 
Oshkosh, Wis., OP 

Wold, Keith C., 409 Professional Bldg., 
Fort Lauderdale, Fla., OP 

Wolferman, Adolph, 36 Greene St., Cum- 
berland, Md., ALR 

Wolff, Stewart MacKay, Wilmer Insti- 
tute, Baltimore 5, Md., OP 

Woodward, Paul Maxwell, Jr., 1515 First 
Ave., Middletown, Ohio, OP 


Yourish, Norman B., 80 Jerusalem Ave., 
Hicksville, N. Y., OP 


Zankan, Leo, 7232 Canby Ave., Reseda, 
Calif., OP 

Ziskin, Daniel E., 6317 Wilshire Blivd., 
Los Angeles 48, Calif., OP 


The Council nominates for the following 
offices for the year 1959: 

President: Dr. John H. Dunnington, New 
York. 

President-elect: Dr. Dean M. Lierle, lowa 
City. 

First Vice-President: Dr. Gordon Hoople, 
Syracuse, New York. 

Second Vice-President: Dr. S. Rodman Ir- 
vine, Beverly Hills, California. 

Third Vice-President: Dr. Lyle M. Sellers, 
Dallas. 

Councillor: Dr. Edwin Dunphy, Boston. 

Executive Secretary-Treasurer: Dr. Wil- 
lam L. Benedict, Rochester, Minnesota. 

Secretary for Ophthalmology: Dr. Kenneth 
L. Roper, Chicago. 

Secretary for Otolaryngology: 
L. Derlacki, Chicago. 

Secretary for Instruction in Ophthalmolo- 
gy: Dr. A. D. Ruedemann, Detroit. 

Secretary for Instruction in Otolaryngology 
and Maxillofacial Surgery: Dr. Dean M. 
Lierle, lowa City. 


Dr. Eugene 


Secretary for Home Study Courses: Dr. 
Daniel Snydacker, Chicago. 

Secretary for Public Relations: Dr. Glen 
Gibson, Philadelphia. 


Mr. President, I move the adoption of these 
nominations. 


The motion was seconded by Dr. Robb and 


carried. 


The Council has approved the first reading 
of the following proposed changes in the Con- 
stitution. Action on these amendments will be 
taken at the 1959 meeting of the Academy. 


The first paragraph and Sections (a), (b), 
and (c) of Article III of the Constitution of 
the American Academy of Ophthalmology and 
Otolaryngology, 1957 edition, now reads: 


Article Ill 
MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of the Society, such members to be designated 
as Active Fellows, Associate Fellows, and 
Honorary Fellows. 


(a) Active Fellowship 
A candidate for Active Fellowship shall be 
a member in good standing of his or her local 
and national medical society and shall be cer- 
tified and approved by a national examining 
and certifying specialty Board acceptable to 
the Council. 
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(b) Inactive Fellows 
Senior or Junior Fellows may by reason 
of physical infirmity or retirement from prac- 
tice be classified by action of the Council as 
“Inactive.” Inactive Fellows shall pay no dues, 
have no voting privileges, and shall not re- 
ceive the TRANSACTIONS. 


The application blank provided by the Acad- 
emy shall be duly filled out by the candidate 
and filed, together with the current applica- 
tion fee, with the Executive Secretary-Treas- 
urer. The application shall carry the endorse- 
ment of two Fellows of the Academy, at least 
one of whom shall be a resident of the candi- 
date’s home state or province (except where 
there are not members of the Society resident 
in the state or province). 


If an applicant shall fail to qualify for Fel- 
lowship within three years after his applica- 
tion has been filed with the Executive Secre- 
tary-Treasurer, the application fee is forfeited 
—however, the applicant may renew his appli- 
cation for an additional tiiree-year period by 
paying the current fee. Application fee is 
not returnable except by order of the Council 
after the candidate is refused election. 


At least four weeks before the annual meet- 
ing a list of all applications filed with the 
Executive Secretary-Treasurer shall be sent 
to the Fellows with the official call of such 
meeting. Applications so listed shall be pre- 
sented to the Council and after its approval 
shall be submitted to the Active Fellows of 
the Academy for voting at the next annual 
meeting. Other applications not included in 
said list shall not be submitted by the Coun- 
cil for vote of the Active Members of the 
Academy until after an annual meeting. A 
three-fourths affirmative vote of all Active 
Fellows present and voting shall constitute 
an election. 


Any doctor of medicine, who has materially 
aided the progress of medicine in its re- 
lation to diseases of the eye, ear, nose or 
throat, may, on nomination of two Fellows 
and recommendation of the Council, and by a 
unanimous vote of the Fellows present at 
an annual meeting, be elected an Active Fel- 
low. 


(c) Associate Fellowship 


Associate Fellows may be elected from 
those in fields allied to Ophthalmology and 
Otolaryngology who are not eligible to other 
fellowship classifications and who are pro- 
posed by two Active Fellows, approved by 
the Council, and have a three-fourths affirma- 
tive vote of all Fellows present at the Annual 
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Meeting. Associate Fellows shall pay dues 
equal to one-half the regular dues for Jumior 
Fellows. They shall not be eligible to vote 
or to hold office, but they shall receive the 
TRANSACTIONS. 


The following amendments are proposed: 


1. In Article II], first paragraph: 
(a) Insert the words Life Fellows, inac- 
tive Fellows following the words Ac- 
tive Fellows. 


In Article III, Section (a) Active Fellow- 
ship, add after the words acceptable to the 
Council, the sentences Active Fellows will 
automatically become Life Fellows after 
twenty-five consecutive years in good 
standing. Life Fellows shall enjoy all the 
privileges of Active Fellows. 


3. In Article III, Section (b) Inactive Fel- 


lows, paragraph one: 


(a) Delete the first three words Senior or 
Junior and substitute the word Acttve. 

(b) In the second sentence delete the 
words pay no dues. 

(c) At the end of the paragraph, after 
the word TRANSACTIONS, add _ the 
words except by subscription. 

(d) Transfer of paragraph one to the end 
of Article III, Section (b). 


4. In Article III, Section (b) Inactive Fel- 
lows, paragraph two: 


(a) Delete the words at least one of whom 
shall be a resident of the candidate’s 
home state or province (except where 
there are not members of this Society 
resident in the state or province). 


uw 


In Article III, Section (c) Associate Fel- 
lowship : 


(a) Delete the sentence Associate Fellows 
shall pay dues equal to one-half the 
regular dues for Junior Fellows. 


The first paragraph and Sections (a), (b), 
and (c) of Article III of the Constitution of 
the American Academy of Ophthalmology and 
Otolaryngology, as amended, would then read: 


Article III 
MEMBERS AND FELLOWS 


The Academy shall consist of all members 
of the Society, such members to be designated 
as Active Fellows, Life Fellows, Inactive Fel- 
lows, Associate Fellows, and Honorary Fel- 
lows. 
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(a) Active Fellowship 

A candidate for Active Fellowship shall be 
a member in good standing of his or her local 
and national medical society and shall be cer- 
tified and approved by a national examining 
and certifying specialty Board acceptable to 
the Council. Active Fellows will automatically 
become Life Fellows after twenty-five con- 
secutive years in good standing. Life Fellows 
shall enjoy all the privileges of Active Fel- 
lows. 


The application blank provided by the Acad- 
emy shall be duly filled out by the candidate 
and filed, together with the current applica- 
tion fee, with the Executive Secretary-Treas- 
urer. The application shall carry the endorse- 
ment of two Fellows of the Academy. 


If an applicant shall fail to qualify for Fel- 
lowship within three years after his applica- 
tion has been filed with the Executive Secre- 
tary-Treasurer, the application fee is for- 
feited—however, the applicant may renew his 
application for an additional three-year period 
by paying the current fee. Application fee is 
not returnable except by order of the Council 
after the candidate is refused election. 


At least four weeks before the annual meet- 
ing a list of all applications filed with the 
Executive Secretary-Treasurer shall be sent 
to the Fellows with the official call of such 
meeting. Applications so listed shall be pre- 
sented to the Council and after its approval, 
shall be submitted to the Active Fellows of 
the Academy for voting at the next annual 
meeting. Other applications not included in 
said list shall not be submitted by the Council 
for vote of the Active Members of the Acad- 
emy until after an annual meeting. A three- 
fourths affirmative vote of all Active Fellows 
present and voting shall constitute an election. 


Any doctor of medicine who has materially 
aided the progress of medicine in its relation 
to diseases of the eye, ear, nose or throat may, 
on nomination by two Fellows and recommen- 
dation of the Council, and by a unanimous 
vote of the Fellows present at an annual meet- 
ing, be elected an Active Fellow. 


(b) Inactive Fellows 
Active Fellows may by reason of physical 
infirmity or retirement from practice be clas- 
sified by action of the Council as “Inactive.” 
Inactive Fellows shall have no voting priv- 
ileges and shall not receive the TRANSACTIONS 
except by subscription. 


(c) Associate Fellowship 
Associate Fellows may be elected from those 
in fields allied to Ophthalmology and Oto- 


laryngology who are not eligible to other fel- 
lowship classifications and who are proposed 
by two Active Fellows, approved by the Coun- 
cil, and have a three-fourths affirmative vote 
of all Fellows present at the Annual Meeting. 
They shall not be eligible to vote or to hold 
office, but they shall receive the TRANSACTIONS. 


These recommendations, along with the 
present areas they affect, will be published in 
the TRANSACTIONS for your due consideration 
and, of course, will not be voted on until a 
year hence. There is no action to be taken at 
this time. 


The Council has authorized a Committee 
on the Use of Alpha-Chymotrypsin in Oph- 
thalmology, Dr. Derrick Vail chairman. 

The Council has designated the time and 
place of the next scientific session of the 
Academy as October 11 to 16, 1959, Palmer 
House, Chicago. 

Mr. President, | move the acceptance of the 
report as a whole. 


The motion was seconded by Dr. Roper and 
carried. 


Dr. Schall: Is there any new business to 
come before the meeting? 


Dr. Benedict: There is no new business on 
the table. 


Dr. A. D. Ruedemann: I would like to 
bring up one point that has to do with regis- 
tration. 


Some people have registered at this meet- 
ing who are ineligible to attend our meetings. 
We need some method of better screening to 
prevent such registrations. 

Dr. Schall: The Chair would entertain a 
motion that the policing with regard to the 
abuse of the privilege granted by this organi- 
zation for guest registrations be referred to 
the Executive Committee of the Council for 
study and action. 


A motion to this effect was made by Dr. 
Rychener, seconded by Dr. Ruedemann, and 


carried. 


Dr. Schall: If there is no further new busi- 
ness to come before the meeting, I would 
like to ask Dr. Frank Newell and Dr. Bruce 
Fralick to escort next year’s President to the 
rostrum. 


Dr. John Dunnington was escorted to the 
rostrum as the Fellows assembled arose and 


applauded. 
Dr. Schall: Dr. Dunnington, may I be the 


first to congratulate you upon your election 
to this wonderful office as President of the 
American Academy of Ophthalmology and 
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Otolaryngology. May I wish you the joy and 
happiness that I have had for this past year. 
I can only say that it is a wonderful experi- 
ence to be President of the Academy. 

Dr. Dunnington: Dr. Schall, thank you very 
much for your kind words. I can only tell 
you men here today that I consider this the 
greatest honor that can come to an American 
ophthalmologist. 

I accept this trust with great humility, be- 
cause I know that it imposes a great responsi- 
bility upon me. But I will try to carry forward 
your ideals to the best of my ability. I have 
no doubts whatever about the future of this 
Academy nor the continued loyalty of its mem- 
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bers; I cannot conceive of them deviating 
from the path that has been so notably set by 
predecessors. I thank you very sincerely. 


Dr. Schall: Dr. Dunnington will take over 
the office of President on January 1, 1959. 

May I close this meeting by telling you of 
my humility, my thanks, and my sincere ap- 
preciation of the aid you have given me. The 
Executive Council, the Executive Secretary- 
Treasurer, the Board of Secretaries, and I feel 
that every member of the Academy has con- 
tributed in making this meeting a success. 

I can only say, “I thank you very sincerely.” 


The meeting is adjourned. 


COMMITTEE REPORTS 


Upon recommendation by the Activities Committee, the Council voted acceptance of the 
following reports of standing and joimt committees : 


REPORT OF THE COMMITTEE ON 
AUDIO-VISUAL EDUCATION 


Dean M. Lierte, M.D., Chairman 


The Audio-Visual Committee of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology has not met since the last Acad- 
emy meeting and there is no action to report. 
To date the Academy has sold 20 prints of the 
film Embryology of the Ear, 21 Albums of 
Embryology of the Ear Prints, 70 prints of 
the film Embryology of the Eye, 44 filmstrips 
on Embryology of the Eye, 15 sets of card- 
board-mounted slides of the eye, and 17 sets 
of glass-mounted slides of the eye. 


REPORT OF THE COMMITTEE ON 
CONSERVATION OF HEARING 


Dean M. Lierte, M.D., Chairman 


The Executive Committee on Conservation 
o§ Hearing of the American Academy of 
Ophthalmology and Otolaryngology held a 
meeting at the Palmer House in Chicago, De- 
cember 14, 1957. The entire committee was 
present, including Dr. W. L. Benedict, Secre- 
tary-Treasurer of the American Academy of 
Ophthalmology and Otolaryngology, and Dr. 
Eldon L. Eagles, Pittsburgh, Pennsylvania. 

Dr. Fletcher Woodward, Charlottesville, 
Virginia, a member of the Committee on Pub- 
lic Safety of the American Medical Associa- 
tion, spoke on the problem of the medical 


aspect of drivers’ licenses and operation of 
automobile vehicles. He reported that the 
Committee on Safety of the A.M.A. is pre- 
paring a book to serve as a guide to physi- 
cians on the medical aspects of this problem. 
When complete this book will advise the physi- 
cian regarding his patients’ driving limitations. 
These may involve (1) physiologic status, 
(2) pathologic conditions, (3) emotional dis- 
turbances, and (4) drugs and alcohol. In ad- 
dition to the guide to physicians, a pamphlet 
will be written at the popular level concerning 
the more commonly encountered medical situ- 
ations. The patient will then have the advan- 
tage of something in print which will guide 
him as to whether he should or should not 
drive and, if so, under what safeguards. An- 
other objective is to compile a more complete 
volume to serve as a guide to the examining 
traffic officer in granting licenses to beginners 
or to repeat offenders. This particular guide 
will have to be the one in which definite 
measurable standards will be established. Dr. 
Woodward felt that the otologists should make 
up their minds as to what the hearing require- 
ments should be, if any. He felt that it would 
be a fine thing if the committee could take this 
problem under its wing as part of its research. 
It was recommended that before the commit- 
tee undertake this project, Dr. Benedict dis- 
cuss it with members of the Academy Council. 
Dr. Lierle suggested that the Committee on 
Adults take over the project with the assis- 
tance of Dr. Glorig and Dr. House. 
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The Council of the American Academy of 
Ophthalmology and Otolaryngology in 1957 
provided the sum of $15,000, of which $7,500 
was for the Committee on Noise and the other 
half for the expenses of the general meetings 
of the Committee and the subcommittees. 


An excellent exhibit was presented by Dr. 
Simonton at the meeting of the Academy, and 
the American Medical Association requested 
that it be presented at its meeting in San Fran- 
cisco in May 1958. 


The Guide prepared by the Subcommittee on 
Noise was presented to the American Medical 
Association by Dr. Harkness, Section Dele- 
gate, and approval has been given. This Guide 
has also obtained the approval of the Ameri- 
can Otological Society, the American Trio- 
logical Society, and the Bio-Acoustical Society 
of the CHABA. 


It was recommended that information con- 
cerning modern otologic surgery be included in 
the manual being prepared by the Subcom- 
mittee on Hearing in Adults. 


A motion was carried that the Committee 
go on record in favor of establishing a special 
fellowship in otologic surgery of one year’s 
duration to a man either Board certified and 
wishing this special training, or in lieu of one 
of the three years in otolaryngology exclusive 
of the year of general surgery. 


It was suggested that Dr. Shambaugh draw 
up a resolution regarding the danger to hear- 
ing of dihydrostreptomycin in combined anti- 
biotic preparations, which are in common post- 
operative prophylactic usage, for circulation 
among the drug companies. If this fails to ob- 
tain any response, the matter is to be recon- 
sidered by the Committee. A panel discussion 
on this drug will be presented on the oto- 
sclerosis study group program. 


Considerable organizational work has been 
done by the Committee on Audiometers and 
the plan of operation is as follows: two or- 
ganizations agreed to act as referee labora- 
tories, the Armour Institute and the Central 
Institute for the Deaf. They have agreed on 
a method of procedure for testing audiometers 
which have been approved by the Committee. 
These organizations feel that a fee of $400 
will be necessary to cover their costs in test- 
ing submitted audiometers. In the event of a 
nonresolved dispute between a manufacturer 
and one or even two of the laboratories, the 
National Bureau of Standards has indicated 
that it will serve as a “supreme court.” The 
home office of the Academy, according to Dr. 
Benedict, has agreed to serve as a recipient 
and forwarder of submitted audiometers. An 


additional fee will be necessary and will have 
to be added to the $400 fee asked by the ref- 
eree laboratories. The above plan was ap- 
proved ‘and it was advised that the editor of 
the TRANSACTIONS print the announcement of 
such a program. 


Dr. Gordon Hoople asked to be relieved of 
his chairmanship of the Committee on Audi- 
ometers. Dr. Edmund P. Fowler, Jr. was ap- 
pointed chairman of the Committee on Audi- 
ometers. 


The manual which is being prepared by the 
Subcommittee on Hearing in Adults was re- 
viewed and many changes were recommended. 
Dr. Hallowell Davis was appointed to act as 
ex-officio member of the subcommittee. 


The National Institute on Neurological Dis- 
eases and Blindness approved a grant for the 
first year for the Subcommittee on Hearing 
in Children which became effective April 1, 
1957. The Children’s Bureau of the Depart- 
ment of Health, Education and Welfare 
through the Pennsylvania State Department 
of Health gave its support as of July 1, 1957, 
to the Graduate School of Public Health, Uni- 
versity of Pittsburgh, for a nationwide pro- 
gram to study the problems relating to Con- 
servation of Hearing in Children. Dr. Eldon 
L. Eagles was appointed executive director 
of the project and assumed his duties on July 
1, 1957. A primary objective is to develop a 
case-finding method, a classification of chil- 
dren with hearing impairment, and a procedure 
that can be used to study selected groups of 
children in a nationwide study of prevalence 
and etiology of hearing disorders. By this and 
other studies it is hoped to identify the prob- 
lems which hearing impairment present in the 
children of this nation. 


The Subcommittee on Noise in Industry has 
continued to be active with the Research Cen- 
ter. It had been suggested that the name of 
the Subcommittee be changed to Subcommittee 
on Noise. There is a feeling that the present 
name is too limited in scope. The final decision 
was to be left to the Subcommittee. A study 
is being made to determine the validity of cer- 
tain audiometric tests. Considerable variability 
in audiometric tests has been found—some- 
times as great as a 70 decibel difference in a 
two-year period. 


The National Institute on Neurological Dis- 
eases and Blindness sponsored a conference 
regarding evaluating the handicapped due to 
hearing loss at the Research Center on Febru- 


ary 13 and 14, 1958. 


The Subcommittee on Research reviewed 
the document regarding awards in research 
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and recommended that an awards committee 
be set up by the Council of the Academy. Suit- 
able publicity should be arranged through the 
Academy meetings and the TRANSACTIONS. Pa- 
pers of special merit might be recommended 
for presentation at the annual meeting of the 
Academy. It was judged desirable by the Sub- 
committee that if possible, the first award 
be made at the 1958 Academy meeting. A mo- 
tion was carried that the Research Committee 
select the awards and after the approval of 
the entire committee send the awards on to 
the Editorial Committee. The committee was 
also authorized to stipulate the amount of 
money to be paid for each award. 


A technique for removal of temporal bones 
had been drawn up by the subcommittee and 
published in the TRANSACTIONS of the Ameri- 
can Academy. Reprints are available and can 
be obtained by writing to Dr. Benedict's of- 
fice. Copies have been sent to all departments 
of otolaryngology and hospitals with ap- 
proved residency training programs in oto- 
laryngology. Modifications of the method of 
bone removal were to be incorporated in a re- 
vised issue of the pamphlet on temporal bone 
removal. An exhibit of this procedure is to 
be presented at the next Academy meeting by 
the Subcommittee on Research under the di- 
rection of Drs. Lindsay and Schucknecht and 
financed by the Committee on Conservation 
of Hearing. 


It was recommended that Dr. House present 
a paper on the scientific program having to do 
with the acquisition of temporal bones for 
pathological study. 


The following members, Drs. Carhart, 
Hoople, Shambaugh and Fox were appointed 
to work with a committee from the American 
Speech and Hearing Association regarding 
the problem of arranging a curriculum for 
short courses in audiometric techniques. The 
group will work under the direction of Dr. 
John Gaeth, Director, Hearing Clinic, Wayne 
University. 


A second meeting of the organizing group 
of the Otological Research Association was 
held and the general policy with regard to 
scientific meetings became more crystallized. 
The group adopted the name “Ad Hoc Com- 
mittee on Research Meeting in Otolaryngolo- 
gy” and proposed to do nothing else but or- 
ganize scientific meetings of the type just de- 
scribed. Publication of papers presented as a 
group is not intended; each author is free to 
gublish where and when he chooses. The Com- 
mittee is seeking official status through spon- 


sorship by the American Academy of Oph- 
thalmology and Otolaryngology. 


Dr. Clair M. Kos of the University of lowa 
was appointed a member of the committee on 
Conservation of Hearing and a member of 
the Subcommittee on Noise. It was proposed 
that Dr. Joseph Sullivan be asked to join the 
group. 


The Committee respectfully wishes that the 
grant of $15,000 be made; $7,500 of this to 
be appropriated for the activities of the Gen- 
eral Committee on Conservation of Hearing; 
and $7,500 for the Subcommittee on Noise. 


REPORT OF THE ACTIVITIES OF 
THE SUBCOMMITTEE ON NOISE 
AND ITS RESEARCH CENTER 


The Subcommittee on Noise in Industry is 
now in its eleventh year of operation. The 
present membership consists of Dr. Howard 
P. House, Chairman; Hallowell Davis, M.D., 
Meyer S. Fox, M.D., Gordon D. Hoople, 
M.D., Dean M. Lierle, M.D., Stewart Nash, 
M.D., Michael Kos, M.D., Joseph C. Serio, 
M.D., and Prof. Walter A. Rosenblith. Dr. 
Kenneth M. Day asked to be relieved of duty 
with the Subcommittee several months ago 
because of the restrictions placed upon him 
by his hearing loss. 


During the year 1958 the name of the Sub- 
committee was changed from “The Subcom- 
mittee on Noise in Industry” to “Subcommit- 
tee on Noise,” since the problem of noise is 
not restricted to industry. 


The Subcommittee on Noise has been main- 
ly concerned with two important decisions 
during the past few months. The first and 
perhaps one of the most important projects 
that the membership of the Subcommittee has 
promoted is related to establishing principles 
for assessing handicap due to hearing loss. 
In preparation for this the Subcommittee, 
through the Research Center, sponsored a 
meeting of approximately twenty of the fore- 
most scientists in the country to discuss the 
principles of assessing handicap due to hear- 
ing loss. These scientists represented all fields 
that have an important relationship to speech 
and the function of hearing as related to com- 
munication by speech. The two-day meeting 
was financed by a grant from the NINDB- 
HEW. As a result of this meeting a document 
was prepared outlining the opinion of the 
conferees. This statement will appear for 
publication soon. Using this document as a 
basis, the Research Center of the Subcom- 
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mittee on Noise prepared a statement of prin- 
ciples and recommendations which were pre- 
sented to the members of the Subcommittee 
for approval. The statement on assessing 
handicap due to hearing loss has not been fin- 
ally approved by the Subcommittee. It will 
soon be ready for transmittal to the Com- 
mittee on Conservation of Hearing for their 
approval before being submitted to the Coun- 
cil of the Academy for adoption. 


The second important matter the Subcom- 
mittee is considering concerns the future of 
the Research Center. The Research Center 
has acquired an international reputation in 
the field of audiology, particularly as related 
to noise and its effect on man. Several of the 
members of the Subcommittee feel that an 
afhliation of the Research Center with one of 
the universities would tend to make the opera- 
tions of the Research Center more efficient 
and provide better security for the members of 
its staff. The preliminary discussions on this 
matter indicate that the most efficient and 
simplest method of accomplishing this affili- 
ation would be through the Los Angeles 
Foundation of Otology, of which Dr. Howard 
House is the Executive Director. 


The Research Center does not want to lose 
its affiliation with the Academy and the move 
to associate the Research Center with a uni- 
versity will be handled in such a way as to 
maintain the Academy relationship. This as- 
sociation will be a loose affiliation which will 
not transfer any of the administrative au- 
thority to the university. The university would 
not supply any funds nor would the university 
acquire any of the Research Center funds. On 
the other hand the affiliation would make it 
possible for the members of the Research 
Center staff to become faculty members of 
the university. It would give the Research 
Center a better stature in terms of local civic 
pride and public relations and probably would 
make it easier to raise funds to carry on the 
work of the Subcommittee and at the same 
time maintain its national and international 
scope. 


The staff of the Research Center of the 
Subcommittee on Noise has concentrated its 
efforts on two main problems during the past 
year. First, they studied temporary threshold 
shift due to noise exposure. The results of 
these studies have been reported at several 
meetings and are in press at the present time 
in the Journal of the Acoustical Society and 
the Amnals of Otology, Rhinology and Laryn- 
gology. 


Secondly, our statistical department has been 
conducting a detailed analysis of the mass of 


data contained in our files. Analyses have been 
made of population and industrial surveys. 
Extended analyses have been made on data 
obtained on persons who have been exposed 
to noisy occupations and on those who have 
not. Comparisons are being made between in- 
dustrial populations and nonindustrial popu- 
lations. A formula has been devised which 
makes it possible to predict the expected hear- 
ing loss. This formula has not been validated 
as yet and it would be presumptuous on our 
part to present it in its entirety at the present 
time. 


The Research Center staff has presented 
many talks and lectures throughout the coun- 
try to interested groups, such as the American 
Pulp and Paper Association, the Pacific Coast 
Pulp and Paper Association, the West Coast 
Noise Symposium, and sectional and annual 
meetings of the Triological Society. Much 
work has been done with the compensation 
commissions of Washington, Oregon and Cali- 
fornia. Papers have been presented before the 
Acoustical Society of America, the American 
Speech and Hearing Association, the Ameri- 
can Medical Association, and the American 
Psychological Association. Dr. Glorig was 
one of the American delegates to the Interna- 
tional Standards Organization meeting held 
in Stockholm, where discussions on the change 
of the normal hearing reference level and 
standards for industrial, residential and traffic 
noise were held. Dr. Glorig was chosen to be 
chairman of the International Committee on 
Industrial and Residential Noises. 


The following publications have appeared 
during 1958: A two hundred page monograph 
published by Grune & Stratton, “Noise and 
Your Ear”; a report of two normal hearing 
studies which appeared in the Annals of 
Otology, Rhinology and Laryngology in 
March 1958; a short article on “Hearing Loss 
and the Family Doctor,” published by the 
Zenith Radio Corporation; a report of a re- 
cent study on dihydrostreptomycin ototoxicity, 
appearing in the Laryngoscope, March 1958; 
an article on “Hearing Loss in Relation to 
Industrial Noise Exposure,” appearing in /n- 
dustrial Medicine and Surgery; “Is There a 
Suitable Industrial Test of Susceptibility to 
Noise Induced Hearing Loss?” appearing in 
Noise Control, January 1958; an article on 
“A New Practical Concept of Hearing Test- 
ing for Use by the General Physician,” ap- 
pearing in the Journal of the American Medti- 
cal Association in 1958. Another A.M.A. pub- 
lication, “Noise: Is It a Health Problem?” is 
presently in press and will be released in about 
a month. A two part paper entitled “Obser- 
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vation on Temporary Threshold Shift Result- 
ing from Noise Exposure” will appear in the 
next issue of the Annals of Otology, Rhinolo- 
gy and Laryngology. 


The exhibit prepared by the Research Cen- 
ter has been shown at meetings of the Ameri- 
can Academy of General Practice, the Ameri- 
can Medical Association, and at the joint meet- 
ing of the American Industrial Hygiene As- 
sociation and the Industrial Medical Associa- 
tion. 


A fifteen minute color film has been com- 
pleted, entitled “An Approved Technique for 
Pure Tone Air Conduction Audiometry.” This 
film has been approved by the Committee on 
Conservation of Hearing. It was prepared to 
promote the acceptance of a standard tech- 
nique for pure tone air conduction threshold 
audiometry. 


REPORT OF THE COMMITTEE ON 
THE EVALUATION OF 
NONSURGICAL TREATMENT OF 
STRABISMUS 


DANIEL SNYDACKER, M.D., Chicago 


The Committee has held three meetings: 
on January 20, April 29, and July 20, 1958. At 
these meetings, two basic problems were dis- 
cussed; one was the desirability of a long- 
term study to evaluate the nonsurgical treat- 
ment of strabismus, and the second was the 
feasibility of such a study. 


The nonsurgical treatment of the neuro- 
muscular anomalies of the eyes consists of 
(a) the prescription of glasses; (b) the use 
of drugs; (c) occlusion of one eye; and (d) 
exercises aimed at the improvement of the 
function of each eye and of the binocular co- 
operation. Occlusion and exercises are usual- 
ly included under the designation “orthoptic 
training.” 


There exists no unanimity as to the relative 
merits of different forms of treatment. Much 
has been learned in the past twenty years about 
the techniques and application of orthoptic 
training. Those who have closely followed 
this development feel that orthoptic training 
has contributed materially to the improvement 
in the handling of patients with neuromuscu- 
lar anomalies. There is, however, a large 
group of leading ophthalmologists who feel 
that the value of orthoptics is very restricted. 


The Committee is unanimously agreed that 
a critical evaluation of the whole problem 
is urgently needed. The Committee further 
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feels that such a study is feasible and suggests 
that it could be carried out over a three-year 
period in five centers where ample clinical 
material and competent supervising ophthal- 
mologists, specializing in neuromuscular anom- 
alies of the eyes, are available. Uniform treat- 
ment of the patients at the five centers would 
not be desirable, but the examination of the 
patients would have to be performed and re- 
corded in conformity with instructions agreed 
on by the Committee. In order to do this, per- 
sonnel at each center should consist of a su- 
pervising ophthalmologist, a research orthop- 
tist, and possibly a part time secretary or 
clerk if necessary. 


The following institutions and individuals 
have agreed to participate in the study: 


The Vanderbilt Clinic 

Dr. Frank Costenbader (private practice) 
The University of lowa 

Dr. Edmond Cooper (private practice) 
The Illinois Eye and Ear Infirmary 


It will be helpful to obtain the advice of a 
trained biostatistician in setting up the ex- 
periment. It is proposed that all material gath- 
ered be turned over to an appropriate institu- 
tion or individual for final statistical analysis. 


> 


The results obtained from the over-all study 
and from partial studies are to be made avail- 
able to the profession in the form of authori- 
tative reports. 


It is difficult to forecast the cost of such an 
experiment, but the Committee proposes the 
following budget, which it would be pleased to 
modify at the advice of the Council. 

First year: 

Salary for five trained research orthoptic 

technicians at $500.00 per month. (The 

Committee feels that much of the success 

of the proposed program will depend on 

getting the best orthoptists possible. Such 
technicians cannot be secured for much 


less than $500.00 per month.) ....$30,000.00 


Part time secretarial and clerical 


Expense of devising and printing 

cards for a recording and tabu- 

1,500.00 
For clerical equipment, supplies, 


Purchase of equipment so that there 
will be standard instrumentation 


Committee travel 1,500.00 
$45,500.00 
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Second year : 


Salaries for orthoptic technicians . $30,000.00 
Part time secretarial and 

clerical assistants ............. 
Clerical equipment, supplies, etc... 1,500.00 
Committee travel 


eee e 


Third year: 
Salaries for orthoptic technicians .$30,000.00 
Part time secretarial and 


clerical assietamce 5,000.00 
Clerical equipment, supplies, etc... 1,500.00 
Salary for a biostatistician on a 

half time basis (If the grant is 

received from the N.I.H., this 

item would probably not be 

$46,000.00 


It is anticipated that such a large scale 
project will permit a critical evaluation of 
the treatment of neuromuscular anomalies of 
the eves, not only as regards the over-all re- 
sults, but also as regards the various forms of 
treatment in different types of neuromuscular 
anomalies. 


In addition to this, a comprehensive study 
of this nature should throw light on the etiolo- 
gy, symptomatology, course and nature of the 
neuromuscular anomalies of the eyes. It is 
well known that in all these respects there 
exists a wide divergence of opinion, based 
frequently on partial studies. In view of the 
great sociomedical importance of the neuro- 
muscular anomalies of the eyes, authoritative 
clarification on these points is very desirable. 


The Committee recommends that the Acad- 
emy sponsor this study and apply for a grant 
from the National Institutes of Health to be 
administered by the Academy. 


REPORT OF THE COMMITTEE 
IMPLANTS AND IMPLANT 
TECHNIQUES 


A. D. RuepEMANN, M.D., Chairman 


enucleation was the chief 
topic of discussion at the 1957 meeting of the 
Committee on Implants. Dr. Stone was the 
chief critic of the procedure of evisceration. 
His objection that sympathetic ophthalmia re- 
sults from evisceration was overridden by Drs. 
Hughes, Boyd and Ruedemann, who said that 
a low grade of uveitis is often mistaken for 
sympathetic ophthalmia. 


Evisceration vs. 


The consensus was that the Burch proced- 
ure of evisceration is preferred. Practically 
no migration results. Better motility is ob- 
tained because evisceration retains the deep 
lateral medial fornices necessary for the im- 
plant. Drs. Boyd and Smith urged that doc- 
tors be educated on the technique of eviscera- 
tion. 


A poll of members of the Committee 
showed that they prefer implants of 18 to 
19 mm. 


Causes of the extrusion of implants was an- 
other topic discussed. Mr. Jardon believes that 
implants should not be too smooth. Smooth 
implants shift and extrude more easily. Dr. 
Troutman objected, saying that the roughness 
of the implant may cause fibrosis in the sock- 
et. 

Reasons for extrusions are: 

1. Poor eye-fitting 

2. Fitting an eye too early 

3. Fitting too large an eye over too small 

an implant 


Dr. Troutman recommended that there be 
a careful closure of Tenon’s capsule posterior- 
ly and between the muscles, preventing ex- 
trusion of implants. 

Dr. Hughes reported that there is practical- 
ly no migration of implants in evisceration. 

Maintenance of volume was again recom- 
mended as a means of giving good cosmetic 
results. Dr. Troutman reiterated this principle. 
Dr. Ruedemann also made the point that vol- 
ume rather than mesh prevents shifting of 
implants. 


soth Dr. Hughes and Dr. Troutman stated 
that the use of several different metals in an 
implant creates electric potentials. 

Plans for the spring meeting of the oph- 
thalmologists and eye-fitters included a com- 
parison of procedures for enucleation and 
evisceration and a demonstration by Mr. Jar- 
don of the fitting of an eye in a socket from 
which the eye had been eviscerated and in a 
socket from which the eye had been enucle- 
ated. 


Dr. Hughes recommended that a motion 
picture of evisceration be shown at the next 
Academy meeting. 


REPORT OF THE COMMITTEE 
OPHTHALMIC PATHOLOGY 


J. Hocan, M.D., Chairman 
I. OPHTHALMIC 


ON 


PATHOLOGY REGISTRY 
One thousand eight hundred and seventy- 
five (1,875) specimens were contributed to the 
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Registry of Ophthalmic Pathology during 
1957. Of these, 1,022 were whole eyes (719 
from civilian contributors). The other 853 
cases were sectioned eyes and specimens from 
the conjunctiva, lids, and orbit (340 from 
civilian contributors). There is now a total 
of 45,875 accessions in the Registry of Oph- 
thalmic Pathology. 


On December 31, 1957, the Registry had a 
total backlog of 441 cases compared with 927 
cases on December 31, 1956, a reduction of 
486 cases. During the past year, 2,045 final 
reports were sent to contributors of unsec- 
tioned enucleated eyes plus 456 additional re- 
ports to contributors of biopsy specimens and 
other materials submitted for consultation, 
making a total of 2,502 reports. 


The Registry loan sets were borrowed by 
105 individuals: 10 in the Armed Forces, 3 in 
the Veterans Administration, 1 in the Public 
Health Service and 91 civilians. 


The laboratory prepared 25,167 microslides. 
This figure includes 1,203 slides for teaching 
and loan material and 2,767 slides for research 
projects. 


TEACHING ACTIVITIES 


Members of the staff in the Section of Oph- 
thalmic Pathology are engaged in a variety of 
teaching activities which include (a) partici- 
pation in formal courses, (b) on-the-job 
training of residents and fellows, (c) prepara- 
tion of clinicopathologic conferences, (d) 
preparation of microslide and lantern slide 
loan sets, and (e) preparation of exhibits. 


1. Courses 


a. AFIP’s Annual Course in Ophthalmic 
Pathology. A course in Ophthalmic Pathology 
was conducted at the Armed Forces Institute 
of Pathology, March 25 to 29. The Faculty 
included Dr. Lorenz E. Zimmerman, Course 
Director, Dr. T. E. Sanders, Mrs. Helenor C. 
Foerster, Dr. Benjamin Rones, Dr. Arnall 
Patz, Brig. Gen. Victor Byrnes (USAF-MC), 
Dr. T. E. Haggerty, Dr. A. E. Maumenee, 
Miss Eleanor V. Paul, and Mr. L. P. Am- 
brogi. The enrollment included 38 physicians 
from the Armed Forces and other govern- 
mental institutions and 21 civilian ophthal- 
mologists and pathologists. 


b. Postgraduate Course in Ophthalmic and 
Otolaryngic Pathology, University of Kansas 
School of Medicine, Kansas City, Kansas, 
April 10 through 12. Dr. L. E. Zimmerman 
gave two lectures: “Fungus infections of the 
cornea and vitreous: a complication of mod- 
ern therapy” and “Heterochromia iridis and 
unilateral glaucoma: signs of diffuse malig- 
nant melanoma of the iris.” 


TRANSACTIONS — NOVEMBER - DECEMBER, 1958 


c. Ophthalmology Conference, Department 
of Postgraduate Medicine, University of 
Michigan, April 22 through 24, Ann Arbor, 
Michigan. Dr. Zimmerman lectured on “Het- 
erochromia iridis and unilateral glaucoma: 
signs of diffuse malignant melanoma,” and on 
“Fungus infections of the cornea and vitreous: 
a complication of modern therapy.” He also 
delivered the Walter B. Parker Memorial 
Lecture on “Granulomatous inflammations 
within the eye.” 


d. Lancaster Courses in Ophthalmology, 
Colby College, Waterville, Maine, July 8 
through 20: Dr. L. E. Zimmerman participat- 
ed as an instructor and lecturer during Dr. 
Parker Heath’s course in Pathology. 


e. Dr. G. D. Theobald’s Course: During the 
Sixty-Second Annual Session of the American 
Academy of Ophthalmology and Otolaryn- 
gology, Dr. Zimmerman served as a faculty 
member in the course dn Ophthalmic Path- 
ology conducted by Dr. Theobald. 


f. Except during the summer months, 
Thursday afternoon teaching conferences and 
special lectures on Ophthalmic Pathology 
were held at the Armed Forces Institute of 
Pathology for military and civilian residents 
in ophthalmology of the Washington area. 


g. Episcopal Eye, Ear and Throat Hospital 
(Washington, D. C.) Residents Training Pro- 
gram. On January 8, Miss E. V. Paul lec- 
tured on “The anatomy and embryology of 
the lens,” while Dr. L. E. Zimmerman spoke 
on “Pathology of cataracts and their com- 
plications.” On February 5, Dr. Zimmerman 
gave a lecture on “Intraocular inflammations: 
mechanisms and classifications.” On Febru- 
ary 28, Dr. Zimmerman’s topic was “Path- 
ology of post-traumatic inflammation.” 


2. TV Demonstration 


As part of the special program telecasted 
(closed circuit) from AFIP during the an- 
nual meeting of the International Academy of 
Pathology, Dr. Zimmerman demonstrated 
techniques used in examining and dissecting 
enucleated eyes and their preparation for em- 


bedding in paraffin. 


3. On-the-Job Training 


The following ophthalmologists received on- 
the-job training and experience in ophthalmic 
pathology at the AFIP. 


a. Lt. Col. R. A. Skeehan, MC, USA, com- 
pleted a year of fellowship in ophthalmic 
pathology in June. 
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b. Dr. Ben Fine, a Research Fellow in Oph- 
thalmic Pathology, spent nine months in the 
Section. During the summer he attended the 
Lancaster Courses in Ophthalmic Pathology 
given at Colby College, Maine. 


c. Drs. T. W. Schubert, D. A. Graham, and 
L. E. Perraut, all members of the Episcopal 
EE&T Hospital Resident Staff, began or com- 
pleted five-month periods of study in ophthal- 
mic pathology. 


d. Dr. Jay Newberg began a six-month 
period in ophthalmic pathology as part of his 
Georgetown University Residency in Ophthal- 
mology. 


e. Dr. Jerome Byers of Tulane University 
spent three weeks and Dr. James Bloodworth, 
Associate Professor of Pathology, Ohio State 
University, one week studying in the Section 
on Ophthalmic Pathology. 


f. Dr. Sam Jones of the University of Ih- 
nois, who began a ‘period of advanced training 
in the Washington area in October, made a 


special study of corneal pathology at the 
AFIP. 


g. Dr. Leonard Apt, who began a nine- 
month special clinical traineeship in the Wash- 
ington area in November, spent Thursdays in 
the Section, studying especially those eyes ob- 
tained from pediatric cases. 


4. Clinicopathologic Conferences and Seminars 

a. On March 20, Drs. L. E. Zimmerman and 
B. Rones presented a CPC on Iris Tumors at 
the Third Biennial Postgraduate Course in 
Ophthalmology at the Walter Reed Army 
Medical Center. 


b. Dr. Zimmerman, together with Dr. Glen 
Gibson, Professor of Ophthalmology, Tem- 
ple University, presented a CPC on Mycotic 
Keratitis at the Annual Meeting of the Penn- 
sylvania Academy of Ophthalmology and Oto- 
laryngology, Bedford Springs, Pa., May 22 
to 24. 


c. Drs. Zimmerman and Rones presented a 
Clinicopathologic Seminar on Pigmented Epi- 
bulbar Lesions at the November 21 meeting 
of the Baltimore Ophthalmologic Society. 


d. Dr. Zimmerman, together with Drs. G. 
Haik, T. Jimenez, and G. S. Ellis, presented 
a Seminar on Ophthalmic Pathology at the 
Annual Joint Meeting of the Louisiana State 
Pathology Society, the College of American 
Pathologists, and the American Cancer So- 
ciety, Feb. 14 to 17. 


5. Exhibit 

An exhibit on “Pigmented Lesions of the 
Iris” was shown at the Third Biennial Post- 
graduate Course in Ophthalmology at the 
Walter Reed Army Medical Center on March 
20, and at the Wilmer Ophthalmological In- 
stitute’s Annual Residents’ Meeting, Baltimore, 
Md., April 4 to 6. 


Il, TEACHING MANUAL 


Two additional sections on the teaching 
manual have been completed so that the manu- 
script on the following is complete: Eyelids, 
lacrimal apparatus, conjunctiva, cornea, sclera 
and iris. Illustrations have been selected, and 
during this year the final copy will be for- 
warded to the secretary for approval as a 
Home Study Course Manual. 


Ill, OPHTHALMIC PATHOLOGY LABORATORIES 


It is recommended that the same list of 
laboratories be reprinted in the TRANSACTIONS 
as for 1957, no new requests having been re- 
ceived. 

IV. 

It was recommended, with the support of 
the Ophthalmic Pathology Club, that Dr. 
Lorenz Zimmerman, Armed Forces Institute 
of Pathology, be appointed as a consultant in 
Ophthalmic Pathology for a five-year period 
at a salary of $7,000.00 per year. 

Also, it is the unanimous recommendation 
of the Committee that Dr. Zimmerman be 


made a member of the Pathology Committee 
of the Academy. 


Vv. THE OPHTHALMIC PATHOLOGY ATLAS 


Thirteen chapters have been projected for 
the new Atlas. Authors, co-authors, and con- 
sultants have been selected for each chapter. 
Outlines have been approved for these chap- 
ters, and the preliminary approval of material 
is to be accomplished at the 1958 meeting. 
Final copy and illustrations are to be in the 
hands of the printer by October-November 
1959 and the new edition is to come out by the 
time of the 1960 meeting. Secretarial assist- 
ance has been provided by the Academy on a 
part-time basis, which greatly facilitates this 
work. 


REPORT OF THE COMMITTEE ON 
OTOLARYNGIC PATHOLOGY 


Paut H. Hourncer, M.D., Chairman 


The Committee of Otolaryngic Pathology 
held a meeting at the Palmer House on Oc- 
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tober 15, 1957, in conjunction with the meet- 
ing of the American Academy of Ophthal- 
mology and Otolaryngology. In addition to 
the members of the Committee, the meeting 
was attended by Dr. William L. Benedict, by 
Dr. F. K. Mostofi, Scientific Director, Ameri- 
can Registry of Pathology, and by Dr. Samuel 
H. Rosen, Registrar, Registry of Otolaryngic 
Pathology. 


The problem of improving the distribution 
of the Atlas was discussed. The principal por- 
tion of the meeting was devoted to a discus- 
sion of the slide sets, and it was the opinion 
of Dr. Mostofi and Dr. Rosen that it would 
be best to improve the slides and prepare new 
sets. A recent letter from Dr. Rosen indicates 
that there has been excellent progress in this 
project. The following is a notation in the 
letter from Dr. Rosen: “During the past few 
months we have resumed work on the ENT 
study sets and | can now inform you that, 
barring the unforeseen, by the first week in 
September we shall have ready for distribu- 
tion 100 sets of between 75 and &5 slides each. 
The sets will be fairly representative of path- 
ological entities as well as of normal histology. 


“We are continuing to accumulate material 
in both categories and shall add additional 
slides to the sets as soon as they become avail- 
able. We anticipate that the projected set of 
100 slides will be completed in the not too 
distant future.” 


A resolution was prepared and sent to Dr. 
Grady, former Registrar of the Registry of 
Pathology, for his contribution to the deliber- 
ations of this Committee. A copy of this reso- 
lution is enclosed. 


REPORT OF THE COMMITTEE ON 
PAN-AMERICAN RELATIONS IN 
OPHTHALMOLOGY 


ConrAD Berens, M.D., Chairman 


The annual meeting of the Committee was 
held in the Palmer House, Chicago, on Sep- 
tember 19, 1957, during the Fiesta of the Pan- 
American Association of Ophthalmology. 


It was decided that the most important func- 
tions of the committee were being admirably 
performed by the Pan-American Association 
of Ophthalmology, under the able direction of 
the Secretary General, Moacyr E. Alvaro. 
Therefore, there seems to be little present need 
for the Committee. It was agreed that this 
situation be called to the attention of the 
Council of the Academy and that the Com- 
mittee should be continued only if it is de- 
sired by the Academy. 


TRANSACTIONS — NOVEMBER - DECEMBER, 1958 


REPORT OF THE COMMITTEE ON 
THE STANDARDIZATION OF 
TONOQMETERS 


Perer C. Kronrecp, M.D... Chairman 


Tonometer Calibration 


Stimulated by the work of Friedenwald, a 
number of investigators have become engaged 
in calibration studies on animal and human 
eyes. In addition to the P; measurements by 
McBain reported at the October 1956 meet- 
ing, new measurements of the coefficient of 
ocular rigidity have been made by McBain, 
Macri, et al., and by Gloster and Perkins; the 
latter authors have also made measurements 
of the volume of the corneal indentation. Mc- 
Bain, from his P; and K values, has calcu- 
lated Ve. 


The Chairman has reviewed this work for 
a Glaucoma Conference held at the Univer- 
sity of Liege (Belgium) before the Interna- 
tional Congress in Brussels (copy attached). 
The newer measurements are unquestionably 
better measurements than those upon which 
Friedenwald based his 1954 scale or his 1955 
revision. The results of the newer measure- 
ments have proved to be critically dependent 
upon specific properties of the dead eye, on 
its location as well as on the location and 
number of the cannulas. There are, at present, 
no reliable criteria for choosing the state and 
location of the dead eye and the location of 
the cannula or cannulas which come closest 
to imitating m vivo conditions. 


The P. values in Eye Bank eyes were dis- 
cussed at a meeting of Committee members 
held in McBain’s laboratory during the con- 
vention of the American Medical Association 
(June 24, 1958). Some of the differences in 
the results could be attributed to the length 
of time necessary for the pointer of the to- 
nometer to reach the “endpoint”; that 1s, the 
position thought to correspond to P;,. This 
time interval depends, in turn, upon a number 
of factors, principally the amount of fluid ex- 
pelled from the eye, the location and the bore 
of the cannula. The discussion brought out 
the exactness of McBain’s technique and the 
remarkable consistency of his measurements. 


The experimental finding of a decrease of 


the coefficient of ocular rigidity (K.) with ris- 


ing intraocular pressure (McBain, Macri et 
al., Gloster and Perkins) is in disagreement 
with Friedenwald’s fundamental concept of 
the constancy of K. Whether or not the rigid- 
ity of living eyes changes with changing intra- 
ocular pressure or as a result of previous ex- 
posure, is a question of very considerable 
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theoretical and practical significance. More 
and more often-repeated clinical observations, 
combining applanation tonometry with differ- 
ential impression tonometry on the same eye 
at different tension levels, are needed to 
strengthen the clinical evidence. A definite an- 
swer may not be obtainable without the ap- 
plication of the modern calibration method to 
living human eyes. A sterile technique of elec- 
tromanometric recording of the intraocular 
pressure is being investigated by Ballintine 
et al. 


Applied to tonography, the newer measure- 
ments of Ve would very radically change the 
estimates for the facility of aqueous outflow 
and for the rate of flow. Thereby, the newer 
measurements would cause a gross discrep- 
ancy between C measurements by the perfu- 
sion technique and flow rate measurements by 
fluorometry, on one hand, and the results of 
tonography im vivo, on the other hand. 


Luckily, the newer measurements, so far at 
least, are no serious threat to the validity of 
the 1955 scale for the 5.5 gram weight. As 
McBain has pointed out, the effect of larger 
Ve values in the formula 


log P, = log P,—K Ve 


could be largely or entirely nullified by the 
decrease of K with higher pressures found 
by McBain, Macri et al., and by Gloster and 
Perkins. The 1955 scale may still be con- 
sidered the closest approach to actual P. val- 
ues made thus far. An article giving the back- 
ground and experimental and clinical basis of 
the 1955 scale was prepared by the Chairman 
and published as an editorial in the February 
1958 issue of the American Journal of Oph- 
thalmology. Intended to encourage wider ac- 
ceptance of the 1955 scale, the article probably 
understated the difficulties and uncertainties 
of the calibration procedure. 


Standardization of Tonometers 


The important event of the year was the 
demonstration by Moses and Hahn (Arch. 
Ophth., 60:36, 1958) of the effect of the di- 
ameter of the hole in the footplate upon 
tonometric readings of 3 or less scale units. 
Under the conditions of such low readings 
(or correspondingly high pressures), the in- 
ner (central) edge of the footplate becomes 
a critical factor by permitting a greater or 
lesser degree of corneal bulging into the hole. 
The new finding was presented by Becker at 
the October 1957 meeting of the Committee. 
Because of the great practical importance of 
this new finding it was decided to hold a meet- 
ing with members of the staff of the Electrical 


Testing Laboratories and with the manufac- 
turers of tonometers in New York. 


This meeting took place in the offices of the 
Electrical Testing Laboratories in New York 
on January 11, 1958. The discussion brought 
out two problems: (1) the possible and quan- 
titatively unpredictable effect of narrowing of 
the hole upon friction between plunger and 
barrel, and (2) the difficulty of measuring the 
degree of rounding-off of the inner (central) 
edge of the footplate which entails an addi- 
tional widening of the hole. Further measure- 
ments were deemed necessary to determine 
the effect of these two factors in clinical 
tonometry. Dr. Robert Moses undertook to 
make these measurements with pilot footplates 
to be furnished for mechanical tonometers by 
Sklar and Company and for electronic tonom- 
eters by V. Mueller. Dr. Moses’ findings were 
incorporated in a paper submitted to the Com- 
mittee in April 1958 (copy attached). The 
maximum footplate hole allowable for con- 
sistent scale readings down to 0 was found to 
be 3.15 mm. With regard to the possibility of 
capillary forces causing friction within the 
barrel, Moses discovered no signs of such 


friction in one original Schigtz tonometer 
with a foot hole diameter of 3.05 mm. and 
in several American made tonometers with 


foothole diameters of 3.3 mm. 


At the meeting in New York it was also 
decided to add measurements of the dimen- 
sions of the hole in the footplate to the rou- 
tine testing procedure as practiced by the test- 
ing stations. The diameter of the hole is to 
be measured with plug gauges to be selected 
by Dr. Ballintine and the rounding-off of the 
edges by determining the area of contact be- 
tween the footplate and steel balls of 14.75 to 
15.25 mm. radius by means of rub-off dye 
such as Prussian blue. 


Testing Stations in the Americas 


The work at the New York, Cleveland, San 
Francisco, Toronto, and Sao Paulo stations 
has continued without major change (report 
attached). There obviously is continued de- 
mand for the services of these stations, in ad- 
dition to the repair and reconditioning services 
rendered by the American manufacturers of 
tonometers as well as by the firm of R. O. 
Gulden. The functions of the testing stations 
have, however, been reduced to a large extent 
to a routine service which could conceivably 
be taken over by a commercial agency, with 
one Academy-maintained station acting in a 
supervisory or investigative capacity. The mat- 
ter will be discussed at the annual (October 
1958) meeting of the Committee. 
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Foreign Testing Stations 

Close contact has been maintained, by cor- 
respondence, with Albrecht, Goldmann, and 
Leydhecker of the testing stations Cologne, 
Berne, and Bonn, respectively. Contrary to an 
announcement in the Transactions of the Ger- 
man Ophthalmological Society (60:340, 1957), 
no German or European committee for the 
standardization of tonometers has as yet been 
appointed. Largely for that reason the Acad- 
emy Committee on Standardization of To- 
nometers abandoned the idea of a joint meet- 
ing during the International Congress in Brus- 
sels. 


The precision tonometer (standard Schigtz 


tonometer) manufactured by Haag-Streit un- 
der Goldmann’s supervision has been made 
commercially available in the United States 
and is now being tested by Kronfeld and Bal- 
lintine. Another precision tonometer is being 
manufactured by a German firm under Al- 
brecht’s supervision. 


Certification of Tonometers 


The attached report of the Electrical Test- 
ing Laboratories in New York shows no ma- 
jor change in activities compared to previous 
years. No tonometers have been submitted for 
certification by the American Optical Com- 
pany. Inquiring into the reasons for this, 
the Chairman learned from an official of the 
American Optical Company that the manu- 
facture and repair of Gradle tonometers has 
been discontinued. 


The firm of Gulden has requested the Com- 
mittee’s permission to certify imported Ger- 
man tonometers, which at the time of their 
first inspection in the United States show im- 
perfections and deviations from the specifica- 
tions which Gulden can rectify, and thereby 
make certifiable, without having to send them 
back to Germany. The matter will be brought 
before the Committee at the annual (October 
1958) meeting. The Chairman’s tentative an- 
swer to the firm of Gulden was a restatement 
of the Committee’s policy with regard to cer- 
tification; that is, that certification should be 
done by an agency not concerned with and, 
therefore, entirely uninterested in any profit 
derived from the manufacture or repair of 
tonometers. 


Electronic Tonometer 


The firm of V. Mueller has made a number 
of improvements in the manufacture of the 
electronic tonometer. An electronic engineer, 
Richard Mueller, has been added to the staff 
of V. Mueller and will demonstrate some of 
the changes in the design of the instrument 
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as well as some measuring instruments at the 
annual meeting of the Committee. 


Other Business 


The Committee was criticized in writing by 
two members of the Academy for permitting 
the firm of Ophthalmos to distribute copies 
of the 1955 calibration scale on cards carrying 
the name and address of the firm at the bot- 
tom (copy enclosed). 


Membership 


Dr. Robert Moses of Washington Univer- 
sity, St. Louis, was elected a member of the 
Committee. 


Future Plans 


There still remain a good many unsolved 
problems in the field of standardization of 
tonometers. It would, therefore, seem desir- 
able that the activities of this Committee be 
continued. 


REPORT OF THE COMMITTEE ON 
THE USE OF DIAGNOSTIC 
PROCEDURES AND THERAPY IN 
UVEITIS 


A. D. RuepeMann, M.D., Chairman 


After a series of four meetings of the main 
Committee and a number of meetings between 
various members, the Committee on the Use 
of Diagnostic Procedures and Therapy in 
Uveitis has had an extremely busy year. Much 
of the organization work is being carried out 
by Dr. W. L. Benedict at the Academy office, 
and it has required tremendous time and effort. 


It is the belief of the Committee that the 
uveitis survey will be launched with a com- 
plete understanding of the problems at hand, 
and it is the sincere hope of the Committee 
that all those taking part will be attending the 
Committee meeting planned at the time of the 
Academy meeting in the fall. 


REPORT TO THE ACADEMY ON THE 
AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE 


M. Extiorr M.D., 
Academy Representative 


As representative of the Academy to the 
American Association for the Advancement of 
Science, I have been in contact with the ac- 
tivities of the organization and have nothing 
of import to bring before the Council. 
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REPORT ON AMERICAN BOARD OF 
OPHTHALMOLOGY 


F. Bruce Fraticx, M.D., 
Academy Representative 


As the retiring senior representative of the 
American Academy of Ophthalmology and 
Otolaryngology on the American Board of 
Ophthalmology I wish to present the annual 
report to the Council. 


The American Board of Ophthalmology has 
held 114 examinations to date and issued 4,811 
certificates. The 1958 Written Examination 
was held January 27 in 22 cities. Of the 217 
taking this examination, 179 passed and 38 
failed. During the year (1957-1958) practical 
and oral examinations were held as follows: 


No. Candi- Condi- 
dates Passed Failed tioned 
New York 
May 24-27, 1957 149 108 10 31 


Chicago 
Oct. 8-11, 1957 88 62 | 18 


San Francisco 
June 17-21, 1958 135 104 12 19 


Practical and Oral Examinations for 1958- 
1959 are scheduled as follows: 


Chicago, October 6-10, 1958, 
for approximately 85 candidates 


Philadelphia, June 2-5, 1959 
St. Louis, October 16-21, 1959 


Fifty-eight ophthalmologists have served or 
are serving on the Board which was organ- 
ized in 1916. As your retiring representative 
I can truly say that it has been one of the 
most worth-while projects with which I have 
been associated. There are 12 members and 
six consultants on the American Board of 
Ophthalmology. The officers are: 


Chairman 
Vice Chairman 
Secretary- Treasurer 


Gordon M. Bruce, 
Paul A. Chandler, 
...Merrill J. King, 


As a result of the strong opposition to the 
proposed certificate in ophthalmic surgery, 
attempts have been made to assess more cor- 
rectly the candidate’s proficiency in surgical 
judgment. The last January written examina- 
tion was more heavily loaded with multiple 
choice questions to aid in this evaluation and 
it was surprising to find the relatively good 
scores obtained by those taking this difficult 
examination. Research is being conducted to 
get additional data on surgical ability in lieu 


915 


of issuing a subsidiary examination and certifi- 
cation in ophthalmic surgery. 


The Constitution and By-Laws of the 
American Board of Ophthalmology are being 
revised at present and will be submitted to 
the Council when completed and accepted. 


The American Board of Ophthalmology 
sends three representatives to the Residency 
Review Committee for Ophthalmology which 
is comprised also of representatives of the 
Section of Ophthalmology of the American 
Medical Association and the Hospital Ac- 
creditation Office of the American Medical 
Association. Great strides are evident as a 
result of the cooperative efforts of this group 
in evaluating and improving the residency 
training programs throughout the country. 
Much work remains as yet unfinished in this 
regard but the majority of the Board members 
feel that the traditional function of the Board 
to examine and certify safe ophthalmologists 
must be broadened, and that it must also do 
everything in its power to improve the train- 
ing of ophthalmologists. Active participation 
in the functions of the Residency Review 
Committee is evidence of the changes in phil- 
osophy in the American Board of Ophthal- 
mology. 


REPORT ON AMERICAN BOARD OF 
OTOLARYNGOLOGY 


Frances E, LeJeune, M.D., 
Academy Representative 


As representative of the American Academy 
of Ophthalmology and Otolaryngology on the 
American Board of Otolaryngology, I wish 
to submit to the Council my annual report. 


The American Board of Otolaryngology 
held a meeting in Chicago on October 7-11, 
1957. Eighty-five candidates were examined 
and a total of sixty-five were certified. Twen- 
ty candidates failed or were conditioned. 


The Board held a meeting at the Fairmont 
Hotel in San Francisco on May 16, 1958, to 
discuss the training requirements for certifica- 
tion. No candidates were examined at that 
time. 


The period of training for certification by 
the Board was increased to four years, ef- 
fective as of July 1, 1960. The training may 
be acquired in the following manner: 


This period must include three years of 
training in an approved residency in otolaryn- 
gology. The training in one of the four years 
may be in: (a) surgery in an approved hos- 
pital or training center, (b) medicine in an 
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approved hospital or training center, (c) one 
year im full-time study in a basic science de- 
partment of an approved medical school, or 
(d) one year in an approved course of study 
or training in otolaryngology at a hospital or 
university center in the United States, Cana- 
da or abroad. (A candidate contemplating 
study abroad should first apply for Board ap- 
proval. ) 


The Board also discontinued the preceptor- 
ship type of training and the combined train- 
ing in ophthalmology and otolaryngology as 
of January 1, 1958. 


REPORT ON AMERICAN COMMITTEE 
ON OPTICS AND VISUAL 
PHYSIOLOGY 
FrepericK C. Corpes, M.D., 
Academy Representative 


As the senior representative, I am submit- 
ting to the American Academy of Ophthal- 
mology and Otolaryngology a report of the 
American Committee on Optics and Visual 
Physiology for the past year. Other repre- 
sentatives of the American Academy are Dr. 
James E. Lebensohn and Dr. Kenneth Swan. 
Also, there are representatives from the Sec- 
tion on Ophthalmology of the American Med- 
ical Association, the American Ophthalmolo- 
gical Society, and the Association for Re- 
search in Ophthalmology. During the past 
year Dr. Conrad Berens has served as chair- 
man and Dr. Gerald Fonda as secretary- 
treasurer. 


The Committee met in Chicago on October 
13, 1957. A subcommittee on Study of Stand- 
ardization of Reading Types presented vision 
charts, both for near vision and for distance 
reading, using a comparable visual angle in 
both. It was voted that a number chart be pre- 
pared for industry, also, and that the com- 
mittee be continued until such charts are pub- 
lished. 


The Committee on Study of Procedures for 
Screening Test for Color Vision recommended 
the new Ishihara test. 


The Committee on Low Vision Lenses re- 
ported that evaluation of the Volk conoid 
lenses cannot be given until further clinical 
and laboratory work has been done. 


The past year has seen considerable ac- 
tivity by the Lens Technical Subcommittee on 
Optical Manufacturers Association in response 
to the many suggestions made by the Z80 
Committee in their September 24, 1956, meet- 
ing. Since then several meetings have been 
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held by the committee to determine how close- 
ly the manufacturers can adhere to the desires 
of the Z&80 Committee in tightening their 
controls. The process is moving slowly be- 
cause of the necessity of being well advised. 


The Committee on Study of Effect of Tele- 
vision on Patient’s Eyes revealed several in- 
teresting points, one being the hazard of ton- 
izing radiation to individuals viewing tele- 
vision. This hazard was a matter of interest 
because of the number of ophthalmologists 
who now employ TV viewing as part of their 
orthoptic regime. It was brought out that the 
voltages used in TV sets are largely deter- 
mined by the amount and characteristics of 
ionizing radiation produced by the set. The 
small black and white sets (under 21 inches) 
operate at voltages of 15,000 to 20,000. 
These sets produce soft rays, and there is little 
more than background radiation. The larger 
sets, especially color sets, operate at voltages 
up to 27,000. Some newer sets may be higher. 
These sets produce a radiation with somewhat 
greater penetration. Current efforts are being 
made to reduce the dosage level of radiation 
on TV sets. However, on the basis of these 
findings, it is considered that the ionizing ra- 
diation hazard involved in home TV viewing 
is minimal and acceptable if the set meets cur- 
rent underwriters’ laboratory standards, and 
provided the viewing distance is at least one 
meter. 


The Committees on Research in Visual 
Acuity in Myopia, Standardization of Oph- 
thalmic Lenses, Traffic Safety, Standardiza- 
tion of Terminology of Optics and Visual 
Physiology, Standardization of Terminology 
of Motor Anomalies, also are continuing 
their research. 


The Committee respectfully recommends : 


1. That data received from Klear Vision 
Contact Lens Specialists be referred to the 
American Medical Association for comment. 


2. That a subcommittee on contact lenses 
be appointed and that it prepare two papers 
for publication, one for the Journal of the 
American Medical Association and Sight Sav- 
ing Review, and one for Today's Health. It 
was voted that Dr. Rose be appointed a mem- 
ber of this committee. 


3. That Drs. Gerald Fonda, A.M.A., and 
William C. Owens, A.O.S., Kenneth N. Ogle, 
Assn. for Research in Ophthalmology, be re- 
appointed when their 1958 terms expire. 


4. That Dr. Berens continue to serve as 
Chairman and Dr. Fonda as Secretary-Treas- 
urer. 
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REPORT ON THE AMERICAN 
ORTHOPTIC COUNCIL 


FraANK D. Costensaper, M.D. 
Puitie Knapp, M.D. 
W. Henperson, M.D. 
Academy Representatives 


The twenty-third meeting of the American 
Orthoptic Council was held in Chicago on 
October 12, 1957, Dr. William E. Krewson, 
Ill, President, presiding. During the year 
1958, the American Academy of Ophthalmolo- 
gy and Otolaryngology has been represented 
by Dr. Frank D. Costenbader, Dr. Philip 
Knapp, and Dr. John W. Henderson. Dr. 
Costenbader is chairman of the Committee 
on Examinations and the Committee on Title 
and Function. Dr. Knapp serves the Council 
as chairman of the Committee on Publications 
and Exhibits and as a member of the Nomi- 
nations Committee. Dr. Henderson serves as 
chairman of the Committee on Instruction. 


The significant activities of the American 
Orthoptic Council for the year 1957-1958 have 
been : 


1. The Council continues to sponsor an an- 
nual two-month basic course in orthoptics for 
orthoptic technicians and to assist students 
in obtaining practical training after they have 
completed the basic course. In 1958 the course 
was held in Ann Arbor, Michigan, with Dr. 
John W. Henderson as Ditector. Twenty stu- 
dents were enrolled. 


2. The annual examination of orthoptic 
technician candidates was conducted by the 
Council on Saturday, October 12, 1957, in 
Chicago. Twenty-two candidates took the ex- 
aminations, completed them successfully, and 
were certified by the Council. It may be point- 
ed out here that the certificate serves only as 
evidence that the technician has satisfactorily 
passed the examination of the Council. 


3. The annual scientific meeting sponsored 
jointly by the American Orthoptic Council 
and the American Association of Orthoptic 
Technicians, in conjunction with the meeting 
of the American Academy of Ophthalmology 
and Otolaryngology, was held on Sunday, 
October 13, 1957. Speakers at this meeting 
and their topics were: 


Dr. Raynold N. Berke, Hackensack, N. J.— 
“The Value of Orthoptics in Achieving 
Postoperative Third Degree Fusion.” 


Miss Anita Stelzer, St. Louis—“Technique 
and Evaluation of Occlusion of the Para- 
macular Image of the Deviating Eye.” 


Dr. Kenneth N. Ogle, Rochester, Minn. — 
“Oculomotor Imbalances and _ Fixation 
Disparity.” 

Miss Aleatha J. Tibbs, Atlanta, Ga—*“A 


Short Method of Treating Abnormal 
Retinal Correspondence.” 


4. The Council’s orthoptic teaching syllabus 
has been revised and is now ready for print- 
ing. Use of the syllabus will tend to standard- 
ize training given at various training centers 
and it will provide a satisfactory outline for 
study. 


5. The Council continues to assist in pro- 
viding instruction courses for orthoptic tech- 
nicians at the time of the meeting of the 
American Academy of Ophthalmology and 
Otolaryngology. These courses are always 
well received by the technicians. 


6. The American Association of Orthoptic 
Technicians reports that sectional meetings 
of the Association were held in the spring of 
1958: 


Northwestern Section, 
May 2 and 3, 1958, at Health Centre for 
Children, Vancouver, B. C. 


Southwestern Section, 
March 21 and 22, 1958, at University of 
California at Los Angeles Medical Center 


Midwestern Section, 
May 5 and 6, 1958, at University of Min- 
nesota Hospital, Minneapolis 


Eastern Section, 
April 28 and 29, 1958, at Middlesex Gen- 
eral Hospital, New Brunswick, N. J. 


Southern Section, 
April 19, 1958, at M.D. Anderson Hos- 
pital, Texas Medical Center, Houston 


The Association sponsored exhibits dealing 
with various phases of orthoptics at the fol- 
lowing meetings : 


American Academy of Ophthalmology and 
Otolaryngology, October 1957. 

National Society for the Prevention of 
Blindness, March 1958. 


7. The Lancaster Award was presented in 
1957 to Miss Frances Walraven. 


8 The eighth volume of the American 
Orthoptic Journal has been distributed. The 
editor of this volume is Dr. John W. Hender- 
son. The Journal is published through the 
cooperation of the American Academy of 
Ophthalmology and Otolaryngology and is 
distributed with its TRANSACTIONS to those 
Fellows of the Academy who wish to receive 
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it. The ninth volume will be ready for pub- 
lication early in 1959. 

9. The Council, through the office of the 
Secretary, maintains a close contact with all 
technicians and acts in an advisory capacity 
when requested to do so. 


10. Officers elected to serve in 1958 are: . 
President ....William E. Krewson, III, M.D. 


Philadelphia 
Vice President .......... Philip Knapp, M.D. 
New York 
Sec’y-Treas. ...... Edmond L. Cooper, M.D. 
Detroit 


The American Orthoptic Council is appre- 
ciative of the continued interest and support 
of the American Academy of Ophthalmology 
and Otolaryngology. 


Your Committee respectfully recommends: 


1. That the American Academy of Ophthal- 
mology and Otolaryngology continue its 
sponsorship of the American Orthoptic 
Council and that it appoint Dr. Frank D. 
Costenbader of Washington, D. C., for a 
period of three years, beginning January 
1, 1959. 


2. That the American Academy of Ophthal- 
mology and Otolaryngology support the 
American Orthoptic Council in the amount 
of two hundred dollars ($200.00) for the 
year 1959. 


REPORT ON AMERICAN COLLEGE OF 
SURGEONS, BOARD OF GOVERNORS 


Joun G. Beart, M.D., 
Senior Academy Representative 


There have been no subject discussions or 
comments pertinent to either ophthalmology 
or otolaryngology as such. 


The College has formally stated that they 
do not recognize the “American Board of Ab- 
dominal Surgery” as having any official status. 


The war on fee splitting still is being waged 
and the new proposed by-law to be passed at 
the annual meeting on October 5, 1958, will 
require any fellow to allow an inspection of 
his professional and financial records (confi- 
dential) for evidence of income received in 
violation of the principles of the College with 
respect to financial relations. Failure or re- 
fusal shall be deemed to be conduct injurious 
to the College. 


Inasmuch as the annual meeting this year 
will be held on the fourth of October, further 
report cannot be given at this time. 
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REPORT ON AMERICAN STANDARDS 
ASSOCIATION, ACOUSTICAL 
STANDARDS BOARD 


EpmMuNnp P. Fow ter, M.D., 
Academy Representative 


The Z-24 Sectional Committee on Acoustics, 
Mechanical Shock and Vibration has disband- 
ed and has been replaced by three new sec- 
tional committees; namely, S-1 on acoustics, 
S-2 on mechanical shock and vibration, and 
S-3 on bioacoustics. 


The S-3 Committee operates in substantial- 
ly the.same fashion as did Z-24 except that 
its scope of activities is not as broad. Essen- 
tially, therefore, your representative to The 
American Standards Association is now as- 
signed to the Committee on Bioacoustics desig- 
nated as S-3. 


The projects now under consideration by the 
ASA Sectional Committee on Bioacoustics are 
as follows: 
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Although no meeting of the Acoustical 
Standards Board has been held since January 
15, 1957, it has fulfilled its function as a cor- 
relating committee by use of letter ballots. It 
was felt that the projects above will be voted 
upon in the times indicated. 


The ASB has acted on the following 
projects which may be of interest to members 
of the Academy : 


a. American Standard Method for Specifying 
the Characteristics of Pickups for Shock 
and Vibration Measurements, Z-24.21-1957. 


b. American Standard Recommended Practice 
for Laboratory Measurement of Airborne- 
Sound Transmission Loss of Building 
Floors and Walls, Z-24.19-1957. 


c. American Standard Method for the Meas- 
urement of the Real-Ear Attenuation of 
Ear Protectors at Threshold, Z-24.22-1957. 


d. American Standard Procedures for Cali- 
bration of Electroacoustic Transducers, 
Particularly Those for Use in Water, 
Z-24.24-1957. 


Due to a misunderstanding, your official 
representative was not present at the May 9, 
1958, meeting of the Committee on Bioacous- 
tics, S-3. However, Dr. Juergen Tonndorf was 
present as a guest and reported the following 
items of interest: 


1. Mr. F. W. Kranz reported the Revision 
of Z-24.5-1951, Z-24.12-1952 and Z-24.13-1953. 
It was hoped that the third draft, currently 
being written, would be the final one. With 
respect to the zero level, the Committee will 
delay action until a decision has been reached 
in the International Committee on the same 
subject. Mr. Kranz then noted that requests 
had been received for written guides in the use 
of audiometers. His working group made the 
suggestion that the American Academy of 
Ophthalmology and Otolaryngology be encour- 
aged to sponsor a pamphlet, or guide, on audi- 
ometers and the use of audiometers for the 
guidance of such groups as school boards. 


2. Dr. Tonndorf informed the Committee 


of the existence of two subcommittees of the 
Academy Committee on Conservation of 
Hearing, (a) the Subcommittee on the Listing 
of Audiometers and (b) a _ subcommittee 
(chairman, Dr. A. Glorig) which has the task 
of writing a manual on audiometry. 


3. It was agreed, therefore, that if any 
guides were written by any of the Subgroups 
of the S-3 Committee, they would be done 
with the cooperation of the subcommittees 
of the Academy assigned to these subjects. 


4. There was no action in regard to Z-24-1 
Acoustical Terminology, but it was reported 
that the current opinions held by members of 
working group 25 of CHABA, which is most 
active in this respect, are summarized in an 
article, ““The Medical Principles of Monitoring 
Audiometry,” chapter VI, which appeared in 
the A.M.A. Archives of Industrial Health, 
17 :1-20, 1958. 


REPORT ON AMERICAN STANDARDS 
ASSOCIATION, COMMITTEE FOR 
STANDARDIZATION OF 
OPHTHALMIC LENSES 


Cart J. M.D. 
Academy Representative 


Two meetings have been called so far this 
year by the A.S.A. Z80 Committee. The first 
meeting convened at 10:15 a.m., February 19, 
and adjourned at 1:15 p.m. Standards were 
approved at the manufacturing level. The sec- 
ond meeting convened at 10 a.m., June 18, and 
adjourned at 3:30 p.m. Standards were sub- 
mitted by the subcommittee to be considered 
for the Ophthalmic Laboratory level, which 
is the second and final level it appears that we 
will be concerned with. 


The subcommittee had several meetings be- 
tween February and June to organize agenda, 
materials and statistics for our evaluation at 
the Z80 Committee meeting. I believe they 
should be complimented on their incessant 
efforts and groundwork which will shortly 
make for a national standardization in this 
country, as has already been realize! in Eng- 
land. 


It appears that a final standard at the labor- 
atory level is about to be agreed upon. All 
participants in the program are anxious to 
realize an early completion of their assign- 
ment in reaching our goal. 


Fortunately, in the future, frequent meetings 
of our Committee will not be necessary, as the 
American Standards Association requires as 
a minimum only one meeting every five years, 
so as to review specifications in the light 
of the future development in science. 


The esprit de corps of the committee has 
been beyond reproach. It must be appreciated 
that the effort is a conjoined one, reviewing a 
maze of materials from different viewpoints 
according to each segment of representation. 
We are trying our best to evaluate and con- 
dense a mass of scientific material, which is 
a long, tedious chore, so as to come up with 
a standard that our parent organizations will 
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be proud of. Patience must be exercised not 
only by each member of the committee but 
also by those whom they represent in achieving 
a more perfect product. I believe our public 
relations will not be hurt by this endeavor, and 
the public is deserving of the protection that 
we can give them in the procurement of eye 
care and ophthalmic lenses. 


ANNUAL REPORT OF THE JOINT 
COMMITTEE ON EYE BANKS 


Joun Harry Kine, Jr., M.D., Secretary 


The Committee was organized in June 1957, 
and consisted of eight members, two each ap- 
pointed from the Section of Ophthalmology 
of the American Medical Association, the 
American Ophthalmological Society, the 
American Academy of Ophthalmology and 
Otolaryngology, and the Association for Re- 
search in Ophthalmology. The Committee has 
met on three occasions, in June 1957, October 
1957, and May 1958. The next meeting is 
scheduled for October 1958. Discussions have 


been held on the numerous problems confront-. 


ing all eye banks and their relationship to oph- 
thalmologists. Questionnaires have _ elicited 
many statistics from 29 known active eye 
banks throughout the United States. 


The Committee feels that it has made some 
progress during the past year but recognizes 
numerous problems to be solved in the future. 
At present the Committee is in the process 
of formulating a code of ethics for eye banks, 
a manual of standard eye bank procedure. It 
is concerned with standardization of enuclea- 
tion kits, and it is obtaining copies of the laws 
of state legislatures regarding the removal of 
eyes. The value of blood typing in grafting 
has been preliminarily surveyed and is dis- 
counted as of value in the success of a graft 
at this time. It is hoped that more concrete 
plans will be established during the next year 
so that information from the Committee can 
be disseminated to eye banks and published 
for the information of all ophthalmologists. 


The value of preservation methods for eye 
tissues should be a main topic of discussion 
in future meetings. 


The Committee has been handicapped by 
lack of funds required to carry out corre- 
spondence with eye banks and for part-time 
secretarial help. Each parent organization is 
requested to allot $300.00 for the administra- 
tive functions of the Committee for the com- 
ing year. 
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REPORT ON THE NATIONAL 
COMMITTEE FOR RESEARCH IN 
OPHTHALMOLOGY AND BLINDNESS 


BerRNARD Becker, M.D. 


A. Epwarp MauMeENEE, M.D. 
Academy Representatives 


The National Committee for Research in 
Ophthalmology and Blindness met at the Pal- 
mer House, October 15, 1957, and at the 
Roosevelt Hotel, New York City, June 2, 
1958. Meetings are scheduled for October 12 
and 14, 1958, at the Palmer House, Chicago. 
The representatives of the American Academy 
of Ophthalmology and Otolaryngology to the 
National Committee have attended all meet- 
ings. The Secretary's report of the meeting of 
June 2, 1958, indicated the large number of 
organizations represented. 


Initial organization of the National Com- 
mittee for Research in Ophthalmology and 
Blindness would have been impossible without 
the generous financial support of the Ameri- 
can Academy of Ophthalmology and Otolar- 
yngology, which appropriated $500 in 1956 
and again in 1957 to support the activities of 
the Committee. The Association for Research 
in Ophthalmology appropriated $500 in June 
1957. In 1958, the National Committee for 
Research in Eye Diseases dissolved and all 
organizations which had contributed to this 
group voted to turn their contributions over 
to the present National Committee for Re- 
search in Ophthalmology and Blindness. This 
amounted to $1,413.14. Additionally, the As- 
sociation for Research in Ophthalmology ap- 
propriated $84.36, to bring their total contri- 
bution to $1,000. Groups which voted to ap- 
propriate their donations to the previous Com- 
mittee to the National Committee for Research 
in Ophthalmology and Blindness include the 
American Foundation for the Blind, the As- 
sociation for Research in Ophthalmology and 
Blindness, the Albert & Mary Lasker Foun- 
dation, the National Council to Combat Blind- 
ness, the National Federation for the Blind, 
the National Foundation for Eye Research, 
and the National Society for the Prevention 
of Blindness. The Section on Ophthalmology 
of the American Medical Association in 1957 
and 1958 approved reports requesting sup- 
port of the Committee in the amount of $250 
each year. The Trustees of the Knapp Fund 
have not been willing to support the Com- 
mittee financially and this money has not been 
received. A program for broad financial sup- 
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port of the committee from the various groups 
affiliated with it will be presented at the meet- 
ing on October 12, 1958. Organization ex- 
penses are related largely to clerical duties 
and amount to $900 annually, approximately. 


The broad aims of the National Committee 
for Research in Ophthalmology and Blindness 
were discussed in editorials published simul- 
taneously in the January 1958 numbers of the 
Archives of Ophthalmology and the American 
Journal of Ophthalmology. 


Currently the National Committee is func- 
tioning as follows: (1) in indicating sources 
of research assistance for ophthalmic projects 
dealing with the blind; (2) acting as a forum 
for broad discussion of problems associated 
with the stimulation of research in ophthal- 
mology and blindness. The communications 
arising from bringing together representatives 
of the various national fund administering 
groups and ophthalmic research groups have 


been beneficial. (3) At the request of the 
Chief of the Division of the Blind of the Li- 
brary of Congress, the group recommended 
assessment of the definition of blindness in the 
terms “near vision” prepared by the Joint 
Committee on Industrial Injuries. (4) The 
committee has acted as consultant to a sociolo- 
gist studying the relationship of the ophthal- 
mologist to the social services available to the 


blind. 


The National Committee for Research in 
Ophthalmology and Blindness is considering 
a request to survey the careers of individuals 
trained in institutions not having training pro- 
grams, the study to be the control of a paral- 
lel study concerning the effectiveness of train- 
ing programs supported by Federal grants. 


It is respectfully requested that the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology give $250 to support the activities 
of this Committee for the coming year. 


HAVE YOU CHANGED YOUR ADDRESS? 


To ensure uninterrupted delivery of your TRANSACTIONS, please return this 
coupon or send the same information on a post card to 


American Academy of Ophthalmology and Otolaryngology 
15 Second St. S.W., Rochester, Minnesota 


PLEASE PRINT 


NEW ADDRESS: 


NAME OF COUNTRY 


FORMER ADDRESS: 
For countries outside the United States: 
‘ 
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American Academy of Ophthalmology and Otolaryngology 
Convention Attendance October 12-17, 1958 


MEMBERSHIP ORTHOPTIC 

STATE AS OF 3-1-58 FELLOWS GUESTS RESIDENTS CANDIDATES TECHNICIANS TOTAL 
Alabama 66 26 9 3 — 1 39 
Arizona 37 13 3 — — 1 17 
Arkansas 27 10 3 — l 1 15 
California 693 181 4 10 233 
Colorado 91 45 9 3 — 3 60 
Connecticut 109 33 5 1 l — 40 
Delaware 14 6 1 1 — 1 9 
Dist. of Columbia 91 26 21 6 — 4 57 
Florida 167 50 19 2 1 l 73 
Georgia 75 31 12 2 2 4 51 
Idaho 18 0) 1 — — — 10 
Illinois 366 294 212 114 25 653 
Indiana 132 95 38 7 4 3 147 
lowa 87 46 28 10 1 5 90 
Kansas 65 28 7 2 — — 37 
Kentucky 70 45 14 1 2 — 62 
Louisiana &2 41 11 1 3 — 56 
Maine 4 13 2 — — — 15 
Maryland 86 33 20 5 2 — 60 
Massachusetts 213 58 21 & 4 2 93 
Michigan 144 52 34 4 18 252 
Minnesota 139 67 14 5 1 l R8 
Mississippi 38 21 4 — l — 26 
Missouri 162 73 34 17 6 5 135 

ontana 19 10 4 — 1 — 15 
Nebraska 46 23 10 l 2 l 37 
Nevada 11 2 3 — — — 5 
New Hampshire 18 5 2 —- -- — 7 
New Jersey 216 66 18 — | l 86 
New Mexico 17 7 3 — — — 10 
New York 917 278 70 20 6 10 384 
North Carolina 85 29 11 1 2 — 43 
North Dakota 18 10 2 — 1 l 14 
Ohio 342 180 57 15 10 13 275 
Oklahoma 46 16 5 1 2 — 24 
Oregon 72 17 5 -- | 3 26 
Pennsylvania 497 195 50 15 6 6 272 
Rhode Island 23 9 1 — — — 10 
South Carolina 47 19 3 1 1 — 24 
South Dakota 12 8 2 — -— — 10 
Tennessee 102 52 17 3 2 l 75 
Texas 281 113 18 6 5 3 145 
Utah 32 10 2 — — — 12 
Vermont 12 4 — — 4 
Virginia 30 13 3 1 47 
Washington 90 28 l l 39 
West Virginia 46 20 & — | — 29 
Wisconsin 116 73 31 & 7 6 125 
Wyoming 10 2 3 5 
U. S. Territories 39 15 6 2 2 one 25 
Canada 189 75 46 5 & 6 140 
Foreign 54 7 47 — 1 2 57 

TOTALS 6,547 2,691 1,016 307 129 120 4,263 
Ladies 1,100 
Technical Exhibitors 712 


GRAND TOTAL 6,075 
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Index of Subjects 


January 1958 through December 1958 


Abnormalities and Treatment of Conditions (Symposium: The 
Lacrimal Apparatus) 
Abnormalities and Treatment of the Punctum and Canaliculus 
(Symposium: The Lacrimal Apparatus) 
Adenoid Operations, Bleeding Following Tonsil and 
Allergic Dermatoses in Ophthalmology and Otolaryngology 
Allergies, Ocular 
Allergy, Hormones Related to 
Alpha Chymotrypsin in Ophthalmology, Committee on the Use of 
Anatomical Considerations (Fractures of the Facial Skeleton: 
A Panel Discussion) 
Anatomical-Surgical Dissection, The Technique for Acquiring and Preparing 
the Human Temporal Bone for Pathologic Study and for 
Application of Histochemical Methods for the Demonstration of Acid 
Mucopolysaccharides to Ophthalmic Pathology 
An Instrument for Lamellar Keratoplasty 
An Investigation of the Long-Term Effects of Fenestration Surgery on 
on Auditory Nerve Degeneration 
Annual Business Meeting 
Applicator, Rubber Tipped Metal 
Audiometric Manifestations of Inner Ear Physiology: The Aural Ov erload Test 104 
Audiometry, Magnetic Tape Applied to Cards for Speech 
Auditory Nerve Degeneration, An Investigation of the Long-Term 
Effects of Fenestration Surgery on 
Awards for Original Investigation in Otolaryngology ( Editorial) 


Behcet’s Disease, A Case of 
Binaural Hearing Aid, The Usefulness of the 
Bleeding Following Tonsil and Adenoid Operations. ...................... 592 
Bone for Pathologic Study and for Anatomical-Surgical Dissection, 
The Technique for Acquiring and Preparing the Human Temporal 
Book Reviews 


Camera, Hand Fundus 
Candidates (Sixty-Third Annual Meeting) 
Case of Behcet’s Disease, A 
Cataract Extraction, Optic Neuritis Following 
Cerebri, Pseudotumor 
Ciliary Body Simulating a Malignant Melanoma, Multiple Cysts of the Iris and 441 
Circulation on Extent of Involvement and Treatment in Epitheliomas of the 
Upper Respiratory and Digestive Tracts, Influence of 
Cogan’s Syndrome: Case Report and a Review of Etiologic Concepts........ 716 
Color Television Ophthalmoscope, A 
Combined White and Black Light Fluorescent Lamp Examining Unit 
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Committee on the Use of Alpha Chymotrypsin in Ophthalmology........... 875 
Complications of the Scleral Resection Operation (Symposium: 

Comprehensive Surgical Treatment of Nasal Polyposis, The................ 75 
Controlled Healing of Mastoid and Fenestration Cavities.................. 455 


Controlled Passive Respiration Under General Anesthesia for Peroral 
Endoscopy, with a Proposed Extension of the Jackson-Huber 


Nomenclature of Bronchopulmonary Segments...................+06: 178 
Convention Activities (Sixty-Third Annual Meeting).................... 612 
Cysts of the Iris and Ciliary Body Simulating a Malignant Melanoma, Multiple 441 
Deafness, Musculoplasty : A New Operation for Suppurative Middle Ear.... 166 
Dermatoses in Ophthalmology and Otolaryngology, Allergic................ 870 
Diabetic Neuropathy as a Cause of Extraocular Muscle Palsy.............. 704 
Diagnosis and Management of Intraocular Melanomas, Symposium........ 517 


Dissection, The Technique for Acquiring and Preparing the Human 
Temporal Bone for Pathologic Study and for Anatomical-Surgical 


Ear Physiology: The Aural Overload Test, Audiometric 

Education, Shortening the Medical Time Span, Including That of 

Undergraduate or Graduate (Symposium: The Time Factor 

Education, Symposium: The Time Factor in Graduate. 234 
Endoscopy, with Proposed Extension of the Jackson-Huber Nomenclature 

of Bronchopulmonary Segments, Controlled Passive Respiration 


Epitheliomas of the Upper Respiratory and Digestive Tracts, 

Influence of Circulation on Extent of Involvement and Treatment in..... 63 
Evaluation of the “Phosphenator” Device for the Detection of 

Examining Unit, Combined White and Black Light Fluorescent Lamp...... 131 
Extraocular Muscle Palsy, Diabetic Neuropathy as a Cause of.............. 704 
Facial Skeleton: A Panel Discussion, Fractures of the.................... 649 
Factors Determining the Length of a Residency (Symposium: The 

Fenestration Cavities, Controlled Healing of Mastoid and.................. 455 
Fenestration Surgery on Auditory Nerve Degeneration, An Investigation 

Field Investigation: Use of Diagnostic Procedures and Therapy 

Fistulizing Procedure for Glaucoma, Retraction of Scleral Wound 
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Flaps in the Repair of Nasal Defects, Free Skin Grafts and Pedicle......... 8+ 
Floor Stand Mounting for High Intensity Wood's Light................... 129 
Four-Year Term (Symposium: The Time Factor in Graduate Education) .... 236 
Fractures of the Facial Skeleton: A Panel Discussion..................... 649 
Free Skin Grafts and Pedicle Flaps in the Repair of Nasal Defects.......... 84 
Function of the Regional Evaluators for the Residency Review 

Fusion, Requisites for Postoperative Third Degree....................... 38 
Glaucoma by Routine Tonometry, Incidence and Detection of.............. 54 


Glaucoma, Retraction of Scleral Wound Edges as a Fistulizing Procedure for. 803 
Glaucoma, The Pathology of the Trabecular Meshwork in Primary 


556 
Grafts and Pedicle Flaps in the Repair of Nasal Defects, ree Skin......... &4 
Granulomatous Uveitis: an Etiologic Survey of 100 Cases. 813 
Hearing Aid, The Usefulness of the Binaural............................ 120 
Hearing Loss to the Otolaryngologist, Symposium: The Significance 

Hello? Is This Bill Wherry? (XII1 Wherry Memorial Lecture)............ 153 
Histochemical Methods for the Demonstration of Acid Mucopolysaccharides 

Humor in Otolaryngologic Teaching, The Value of Wit and................ 488 
Incidence and Detection of Glaucoma by Routine Tonometry.............. 54 
Influence of Circulation on Extent of Involvement and Treatment in 

Epitheliomas of the Upper Respiratory and Digestive Tracts............ 63 
ie ws 138, 252, 504, 598, 736, 874 
International Association of Secretaries of Ophthalmological and 

Intraocular Melanomas, Symposium: The Diagnosis and Management of.... 517 


Iris and Ciliary Body Simulating a Malignant Melanoma, Multiple Cysts of the 441 


Jackson-Huber Nomenclature of Bronchopulmonary Segments, Controlled 
Passive Respiration Under General Anesthesia for Peroral Endoscopy, 


Am instrument for Lamellar... 132 
Lantern Slides: Their Scope and Limitations in Teaching Medical Students. . 467 
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Magnetic Tape Applied to Cards for Speech Audiometry.................. 501 
Management of Intraocular Melanomas, Symposium: The Diagnosis and.... 517 
Mastoid and Fenestration Cavities, Controlled Healing of................. 455 
Mechanical Factors in Scleral Surgery for Retinal Detachment 

(Symposium: Scleral Resection 194 
Melanoma, Multiple Cysts of the Iris and Ciliary Body Simulating a Malignant 441 
Melanomas, Symposium: The Diagnosis and Management of Intraocular... .. 517 
Mirror: An Improved Type of Head Mirror, Spectacle-................... 504 
Mucopolysaccharides to Ophthalmic Pathology, Application of Histochemical 

Multiple Cysts of the Iris and Ciliary Body Simulating a Malignant Melanoma 441 
Musculoplasty: A New Operation for Suppurative Middle Ear Deafness... .. 166 
Myopia, Surgical Treatment of High. The Combined Lamellar Scleral 

Resection with Scleral Reinforcement Using Donor Eve............... 791 
Nasal Defects, Free Skin Grafts and Pedicle Flaps in the Repair of........ S4 
Neuritis Following Cataract Extraction, Optic.....................2.005. 765 
Neuropathy as a Cause of Extraocular Muscle Palsy, Diabetic. ............. 704 
Neurosurgical Complications of Facial Fractures (Fractures of the 

New Circline Fluorescent Tube Photokeratograph........................ 130 
129, 130, 131, 132, 134, 135, 136, 137 
Ocular Toxoplasmosis (XIV Jackson Memorial Lecture)................. 7 
Occupational Hearing Loss to the Otolaryngologist, Symposium: 

Official Notices (Sixty-Third Annual Meeting).......................2.. 607 
Optic Neuritis Following Cataract Extraction. ......................006- 765 
Orbital Complications of Facial Fractures (Fractures of the Facial 

Palsy, Diabetic Neuropathy as a Cause of Extraocular Muscle.............. 704 
Panel Discussion, Fractures of the Facial Skeleton: A...............2..... 649 
Pathologic Study and for Anatomical-Surgical Dissection, The Technique 

for Acquiring and Preparing the Human Temporal Bone for.......... 601 


Pathology of the Trabecular Meshwork in Primary Open Angle Glaucoma... 556 
“Phosphenator”’ Device for the Detection of Increased Intraocular Tension, 


Photokeratograph, New Circline Fluorescent Tube. ............00..0.0....4.5. 130 
Polyposis, the Comprehensive Surgical Treatment of Nasal. ............... 75 


Polyposis, the Modern Management of Nasal 
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Practical Fundamentals of Anatomy and Physiology 


(Symposium: The Lacrimal Apparatus) 669 
503 
Principles of Treatment of the Fracture of the Mandible (Fractures of 

662 
Requisites for Postoperative Third Degree Fusion........................ 38 
mesoctzon Frocecures, Symposium: Scleral.... 189 
Residency Review Committee for Otolaryngology, Function of the 


Respiration Under General Anesthesia for Peroral Endoscopy, with a Proposed 
Extension of the Jackson-Huber Nomenclature of Bronchopulmonary 


Retina, Spasm and Organic Arterial Lesions of the....................... 357 
Retraction of Scleral Wound Edges as a Fistulizing Procedure for Glaucoma. . 803 
Scientific Programs, Special (Sixty-Third Annual Meeting)............... 638 
Scientific Sections (Sixty-Third Annual Meeting)....................... 622 
Scleral Buckling Procedure (Symposium: Scleral Resection Procedures).... 206 
777 
Scleral Resection Operation: Current Techniques (Symposium : 

Scleral Wound Edges as a Fistulizing Procedure for Glaucoma, Retraction of . 803 


Shortening the Medical Education Time Span, Including That of Under- 
graduate Education (Symposium: The Time Factor 


Spasm and Organic Arterial Lesions of the Retina........................ 357 
Special Scientific Programs (Sixty-Third Annual Meeting)............... 638 
Spectacle-Mirror: An Improved Type of Head Mirror.................... 504 
Surgical Treatment of High Myopia. The Combined Lamellar Scleral 

Resection with Scleral Reinforcement Using Donor Eye............... 791 
Symposium: Scieral Resection Procedures. .... 189 
Symposium: The Diagnosis and Management of Intraocular Melanomas.... 517 
Symposium: The Significance of Occupational Hearing Loss 

Symposium: The Time Factor in Graduate Education..................... 234 
394 
Syndrome: Case Report and a Review of Etiologic Concepts, Cogan’s....... 716 
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Technical Exhibitors (Sixty-Third Annual Meeting)..................... 647 
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Television: Potentialities and Problems in Its Use as a Teaching Medium.... 475 
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Three-Year Residency Program (Symposium: The Time Factor in 
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Tonometry, Incidence and Detection of Glaucoma..................000055 54 
Trabecular Meshwork in Primary Open Angle Glaucoma, 

Treatment of Lesions of the Lacrimal Gland 

679 


Treatment of Midfacial Fractures, The (Fractures of the 
Facial Skeleton: A Panel Discussion ) 


Usefulness of the Binaural Hearing Aid, The | 
Uveitis, Granulomatous: an Etiologic Survey of 100 Cases................ 813 
Uveitis: The Use of Diagnostic and Therapeutic Procedures ( Editorial) 


Value of Wit and Humor in Otolaryngologic Teaching 

Viral Infections of the Eye and Adnexa (Symposium: Viruses 
and Viral Diseases ) 

Viral Infections of the Upper Respiratory Tract (Symposium: 
Viruses and Viral Diseases ) 

Virology: 1957 Status and Prospects (Symposium: Viruses and 
Viral Diseases ) 

Viruses and Viral Diseases, 


Wherry Memorial Lecture, XIII 
Wit and Humor in Otolaryngologic Teaching, The Value of 
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TEACHING AIDS 


MANUALS 

PRICE 
SLIT LAMP BIOMICROSCOPY, E. Goar, et al... 
DESCRIPTION OF THE ORBIT, McCotter, Fralick ‘ond Henderson EN a Cae 1.00 
GLAUCOMA, Samuel J. Meyer......... .. 1.00 
THE INTERPRETATION OF V VISUAL FIELDS, C. "Rucker. 1.00 
REFRACTION, Daniel Snydacker and Frank W. Newell...............s5- 1.00 
EXTRINSIC EYE MUSCLES, H. Saul Sugor..... 1.00 
PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, "Oscar Becker. 1.00 
EMBRYOLOGY OF THE HEAD AND NECK IN RELATION TO THE 

PRACTICE OF OTOLARYNGOLOGY, Jack Davies..............e0-- 1.00 
RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior... 1.00 
EXAMINATION OF THE LABYRINTH IN RELATION TO ITS 

PHYSIOLOGY AND NONSUPPURATIVE DISEASES, 

NONSURGICAL COMPLICATIONS OF OTOLARYNGOLOGIC SURGERY, 

MONOGRAPHS 
HELPFUL HINTS FOR HANDLING THE HEARING HANDICAPPED, 

PHYSIOLOGY OF THE LARYNX, J. J. Pressman and George Kelemen........ .50 
THE EMBRYOLOGY OF THE EAR, NOSE, AND = 

STRABISMUS: A SYMPOSIUM, Kenneth C. Swan, et al. 0.50 
REFRACTION DIFFICULTIES 

Clarence A. Veasey, Jr........ 0.50 

ABSTRACTS 
Set contains outlines, briefs of instruction courses as presented at Academy meetings. Unbound. 
TRANSACTIONS 
Subscription: Per year, bimonthly publication. $10 00 
BOUND VOLUMES 
Tonometry—Tonography, Decennial Report (Bound)................. Ea. 3.00 
FILMS — LANTERN SLIDES — FILM STRIPS 
THE EMBRYOLOGY OF THE EYE, a motion picture in color with sound. 
Available on one reel or in two parts on two reels with metal containers 
Per Print $200.00 
176 Lantern Slides from above film, 2 X 2, in color 
Mounted in glass, with wooden filing ee 125.00 
Mounted in cardboard, with plastic and plywood filing box. Sia cathe Sid 75.00 
Film Strips, from above film, 32 mm. 
Set of six (176 frames), in color, in metal containers. ............. 25.00 
THE EMBRYOLOGY OF THE EAR, a motion picture in color with sound. On 
three reels with metal containers and mailing case.......... Per Print 500.00 


SEND ORDER WITH REMITTANCE TO 
W. L. BENEDICT, M.D., 15 SECOND STREET S.W., ROCHESTER, MINNESOTA 


938 


2 
4 
5 j 
5 
og 
of 
+ 
ef 
: 
| 
4 
ay, 
ae 


News - - - Notes 


CLINICAL CONFERENCE 


The Eleventh Annual Clinical Confer- 
ence of the Wills Eye Hospital Staff and 
Society of Ex-Residents will be held in 
Philadelphia at the hospital February 19 
through 21, 1959. 


Dr. Brittain Payne will deliver the 
Arthur J. Bedell Lecture on “‘Complica- 
tions Following Cataract Surgery.” Spe- 
cial surgical clinics will be a featured 
part of the program February 19. That 
evening, the Ophthalmological Section of 
the Philadelphia College of Physicians 
will hold a special meeting. Dr. Raynold 
N. Berke will speak on “Surgical Treat- 
ment of Blepharoptosis.’’ 


OKLAHOMA CITY ACADEMY 


The Oklahoma City Academy of Oph- 
thalmology and Otolaryngology will hold 
its annual spring meeting March 12 and 
13, 1959. Drs. Michael J. Hogan, San 
Francisco, and Ralph O. Rychener, Mem- 
phis, are guest lecturers in ophthalmolo- 
gy. Dr. Ramon del Villar, Mexico City, 
is the guest lecturer in otolaryngology. 
For further details write E. Norris 
Robertson, Jr., M.D., 301 N.W. 12th St., 
Oklahoma City. 


GILL MEMORIAL EYE, EAR AND 
THROAT HOSPITAL 


The Gill Memorial Eye, Ear and Throat 
Hospital, Roanoke, Va., will hoid its 
thirty-second annual Spring Congress in 
ophthalmology and otolaryngology and 
allied specialties, April 6 through 11, 
1959. Among the guest speakers invited 
to attend are Drs. Joseph P. Atkins, Phil- 
adelphia;: Walter S. Atkinson, Water- 
town, N. Y.: Kenneth D. Bailey, Fair- 
mont, W. Va.: William L. Benedict, 
Rochester, Minn.: F. Willson Daily, 
Roanoke; Windsor S. Davies, Detroit: 
Jeff Davies, New York: Francis P. Fur- 
giuele, Philadelphia: and Surgeon Gen- 
eral B. W. Hogan, USN, Washington, 
D. C. 


Also invited are Drs. Bayard T. Hor- 
ton, Rochester, Minn.;: Wendell L. 
Hughes, Hempstead, N. Y.; John H. 
King, Washington, D. C.: T. Keith Lyle, 
London: George T. Nager, Baltimore; 
Robin M. Rankow, New York: Kenneth 
L. Roper, Chicago; A. D. Ruedemann, De- 
troit; Russell A. Sage, Indianapolis; 
Jules G. Waltner, New York: Edgar N. 
Weaver, Roanoke; and Walter L. Wink- 
enwerder, Baltimore. 


SIXTH PAN AMERICAN CONGRESS 
OF OPHTHALMOLOGY 


The Sixth Pan American Congress of 
Ophthalmology will convene in Caracas, 
Venezuela, January 31 to February 7, 
1960. The scientific program includes 
symposia on virus diseases in ophthal- 
mology, toxoplasmosis, genetics, strabis- 
mus, detachment of the retina, medical 
advances in ophthalmology, surgical ad- 
vances in ophthalmology, therapy of in- 
fectious diseases, surgery of strabismus, 
surgery of cataract and space ophthal- 
mology. 


Free papers should be submitted to 
the chairman of the program committee, 
James H. Allen, M.D., 1430 Tulane Ave., 
New Orleans, before June 1, 1959. Mov- 
ies will be accepted if they have not been 
shown previously and if the author will 
be present to answer any questions. De- 
tails about the scientific exhibition can 
be obtained from Dr. Allen. 


The Tamanaco Hotel will be the head- 
quarters of the Congress. The scientific 
meetings will be held at the University 
where the large auditorium is equipped 
with earphones to facilitate simultaneous 
translation. Mr. Gus A. Romea of the 
Hotel Tamanaco will assign rooms to 
those who request. them, according to the 
dates of the requests. 


For further information write Moacyr 
E. Alvaro, M.D., Executive Director of 
the Pan American Association of Oph- 
thalmology, 1151 Consolacao, Sao Paulo, 
Brazil; J. Wesley McKinney, Secretary 
for North of Panama, Suite 921, Ex- 
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ghange Blidg., Memphis; or William L. 
Benedict, M.D., Chairman of the Com- 
mittee on Congresses, 15 Second St. 
S.W., Rochester, Minn. 


POSTGRADUATE COURSES 
University of Michigan 

The otolaryngology postgraduate con- 
ference will be held April 16 through 18, 
1959. The ophthalmology conference will 
be conducted April 20 through 22, 1959. 
For further information write John M. 
Sheldon, M.D., Director, Department of 
Postgraduate Medicine, The University 
of Michigan Medical School, Room 1610, 
University Hospital, Ann Arbor, Mich. 


New York Eye and Ear Infirmary > 

A three week intensive course in Oph- 
thalmic Plastic Surgery will be conduct- 
ed at the New York Eye and Ear In- 
firmary, Manhattan Eye, Ear and Throat 
Hospital and the Hempstead General 
Hospital, April 23 through May 15, 1959. 

The course will consist of lectures, ses- 
sions in doctors’ offices, study of pre- 
liminary and follow-up patients that are 
surgically treated during the time of the 
course, moving picture demonstrations of 
various ophthalmic plastic procedures, 
observation and assistance at the operat- 
ing table on actual surgical patients, 
cadaver work and lectures and demon- 
strations, ancillary subjects such as pho- 
tography, pathology and roentgenology 
and radiation. 

The fee for the course is $250: it is 
limited to eight students. Anyone inter- 
ested should write the Registrar of the 
New York Eye and Ear Infirmary Post- 
graduate School or Dr. Wendell L. 
Hughes, Hempstead, N. Y., Dr. Byron C. 
Smith, New York, or Dr. J. Gordon Cole, 
New York. 


The Mount Sinai Hospital 
Dr. Irving B. Goldman and the staff at 
The Mount Sinai Hospital, in affiliation 
with Columbia University, will present a 
postgraduate course in Rhinoplasty, Re- 
constructive Surgery of the Nasal Septum 
and Otoplasty, July 11 to 24, 1959. 


Candidates for the course should ap- 
ply to the Registrar for Postgraduate 
Medical Instruction, The Mount Sinai 
Hospital, Fifth Avenue and 100th Street, 
New York 29. 3 ; 
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Ohio State University 

A postgraduate course in ophthalmolo- 
gy will be presented March 2 and 3 by the 
Ohio State University School of Medicine, 
Columbus. Drs. Paul A. Chandler, Bos- 
ton; William H. Havener, Columbus; 
Wendell L. Hughes, Hempstead, N. Y.; 
Ralph O. Rychener, Memphis; and Sam- 
uel Saslaw, Columbus, will speak. 


The registration fee is $20. For further 
information write William H. Havener, 
M.D., Department of Ophthalmology, Uni- 
versity Hospital, Columbus 10, Ohio. 


UNITED KINGDOM 
The Annual Congress of the Ophthal- 
mologicai Society of the United Kingdom 
will be held at the Royal Society of Med- 
icine, 1 Wimpole St., London, W.1, April 
9 through 11. 


Mr. R. C. Davenport will deliver the 
Presidential Address. Dr. S. P. Meadows 
and Mr. D. P. Greaves will open the dis- 
cussion on “The Swollen Optic Disc.” A 
short symposium on “The Treatment of 
Ocular Injuries’ will include talks by 
Mr. M. J. Roper-Hall and Mr. John Whit- 
well. Professor Louis Paufique of Lyons 
will give the 1959 Bowman Lecture. 


GOULD AWARD 

Prof. Fumio Nakamura, Kyoto Pre- 
fectural Medical College, Kyoto, Japan,’ 
has been selected to receive the Gould 
Award for 1958. The International Com- 
mittee selected Prof. Nakamura because 
of his electrophysiologic studies of lar- 
yngeal function. 


The award of $300 is presented an- 
nually for outstanding research in laryn- 
gology to encourage and reward funda- 
mental investigation. 


DE SCHWEINITZ LECTURE 
Dr. A. Edward Maumenee, professor of 
ophthalmology, Johns Hopkins Univer- 
sity, and director of the Wilmer Ophthal- 
mological Institute in Baltimore, deliv- 
ered the twenty-first annual de Schwein- 
itz Lecture November 20, in Philadelphia. 


Dr. Maumenee discussed ‘‘Causes of 
Opacification ef Corneal Grafts’ before 
the Section on Ophthalmology of the Col- 
lege of Physicians of Philadelphia. 
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POSITIONS 


POSITIONS WANTED 
OPHTHALMOLOGIST will complete 


two year residency at the Indiana Uni- 
versity Medical Center July 1959. Inter- 


ested in solo or group practice in the 
Southwest. Write Charles G. Matheus, 


M.D., 2614 Butterfield Dr., Indianapolis 
20. 


POSITIONS AVAILABLE 


The Wichita Falls Clinic-Hospital will 
have an opening for a Board certified or 
eligible OPHTHALMOLOGIST on or be- 
fore June 1959. The position involves 
association with 22 specialists serving a 
college city of 110,000 and surrounding 
communities. The first year will be 
salaried with an opportunity to enter 
partnership. For more information write 
O. P. Moffitt, Jr., M.D., Department of 
Otorhinolaryngology, Wichita Falls Clin- 


ic-Hospital, 1300 Eighth, Wichita Falls, 
Texas. 


Industrial area of 100,000 needs EYE, 
EAR, NOSE AND THROAT specialist. 
Office space and equipment can be rented 
for reasonable rates. For further infor- 
mation write C. D. McDowell, Secretary, 
Harlan County Coal Operators’ Assn., 
Harlan, Ky. 


Listings of positions available should be sent to 
W. L. Benedict, M.D., 15 Second Street S. W.., 
Rochester, Minn., by the fifth of the month preceding 
publication. They should include (1) type of physician 
wanted (ophthalmologist or otolaryngologist: diplomate, 
resident, etc.) (2) type of position to be filled; and 
(3) whom to write for further information. Unless 
otherwise requested, listings will be published only 
once. 

The Academy will handle no further correspondence 
beyond the listing and assume no _ responsibility. 


Neither does it nor guarantee any of the 
published listings. 


endorse 


FOREIGN SUBSCRIPTIONS 


Some foreign members of the Academy as well as subscribers 
to the TRANSACTIONS are experiencing difficulty in remitting in 
American dollars. For their convenience the Academy will accept 
any legal foreign currency in payment of dues, fees for Home 
Study Courses, Teachers’ Manuals, Orthoptic Journals, TRANS- 


ACTIONS, etc., at the prevailing rate of currency exchange. 
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DIRECTORY OF OPHTHALMIC AND OTOLARYNGIC SOCIETIES 


Secretaries of Societies are requested to furnish the information necessary to make this list 
complete and keep it up to date. Send to TRANSACTIONS, American Academy of Ophthalmology 
and Otolaryngology, 15 Second St. S.W., Rochester, Minn. 


EXAMINING AND CERTIFYING BODIES 
BOARD OF OPHT 
CHAIRMAN: Dr. Gordon M O HALMOLOGY 


SECRETARY-TREASURER: Dr. Merit J or 236, Cape Cottage Branch, Portland 9, Maine 
INAL Date For 1959 APppPLIcaTION: i 


Written Examination: (Part I) July fy 19 26 1959; various cities 
Orat EXAMINATION: Tune 3-6, 1959; Philadelphia 


AMERICAN BOARD OF OTOLARYNGOLOGY 
Presipent: Dr. Gordon D. Hoople 


SEcRETARY-TREASURER: Dr. Dean M. Lierle, University Hospitals, Iowa City 
Finat Date ror Appiication: February 1959 
Orat Examination: October 5-9, 1959; Palmer House, Chicago 


AMERICAN BOARD OF PLASTIC SURGERY 
CuatrMan: Dr. James T. Mills 


Secretary-Treasurer: Dr. Bradford Cannon, 330 Dartmouth St., Boston 1 
CorrRESPONDING Secretary: Estelle E. Hillerich, 4647 Pershing Ave., Se ‘haa 8 
Frnat Date ror Susmittinc Case Reports: Januar ry 1 

Ora AND WritTTEN EXAMINATION: May 9-11, 1959; Boston 


BRAZILIAN BOARD OF OPHTHALMOLOGY 
CHAIRMEN: Prof. M . E. Alvaro, Prof. Cyro de Rezende 


GENERAL SECRETARIES: Rubens Belfort. Mattos. Caixa Postal 4086, Sao Paulo 
Dr. Sylvio de Almeida Toledo, Braulio Gomes 25, Sao Paulo 


THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
PresipeEntT: Dr. Robert M. Ja 


. Janes 
Honorary Secretary: Dr. James H. Graham, 150 Metcalfe St., Ottawa 4, Ont. 


INTERNATIONAL 


EUROPEAN OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. J. P. Bailliart 
Secretary: Prof. Jules Francois, 15 place de Smet de Naeyer, Ghent, Belgium 
Time AND PLace: April 1960; Athens, Greece , 


ATIONAL, ASSOCIATION FOR THE PREVENTION OF BLINDNESS 
Presipent: Prof. 


etti 
Secretary: Dr. J. 7 Bailliart, 47 rue de Bellechasse, Paris (7e), France 


INTERNATIONAL ASSOCIATION OF SECRETARIES OF 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETIES 
Presipent: Dr. Roland H. Myers 
Secretary: Dr. J. David Stratton, Doctors Bldg., Charlotte, N. C. 
Time anv Prace: October 13, 1959; Palmer House, Chicago 


INTERNATIONAL CONGRESS OF BRONCHOESOPHAGOLOGY 
PRESIDENT: 


SECRETARY: oo. L. Jackson, 3401 N. Broad St., Philadelphia 40 
TIME AND * pe March 18-21, 1959; Mexico City 


INTERNATIONAL COLLEGE OF SURGEON 
SECTION OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Dr. — R. Lindsay 
Secretary: Dr. is Savitt, 3403 Lawrence Ave., Chicago 25 
Time anv Prace: September 13-17, 1959; Palmer House, Chicago 


INTERNATIONAL FEDERATION OF OPHTHALMOLOGICAL SOCIETIES 
Presipent: Sir Stewart Duke- 


Secretary: Prof. Dr. Edward Hartmann, 2 ave. Ingres, Paris (16c), France 
Time anv Prace: 1960; New Delhi 


HATIONAL ORGANIZATION AGAINST TRACHOMA 
Prestpent: Prof. G. Bietti 


SecrEeTarRY-GENERAL: Dr. Jean Sedan, 94 rue Sylvabelle, Marseille (B. du R.), France 


PAN-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 
Presipent: Dr. Brittain F. Pa 
Secretaries: For North of Panama: Dr. J. Wesley McKinney, Exchange Bldg., Memphis, een. 
For South of Panama: Dr. orge Balza, Azcuénaga 1059, Buenos Aires, Argentina 


PAN-AMERICAN ASSOCIATION OF 
OTO-RHINO-LARYNGOLOGY AND BRONCHO-ESOPHAGOLOGY 
Presipent: Dr. Paul H. Holinger 
Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40 
Time AND Prace: March 14-17, 1960; Miami, Fla. 
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DIRECTORY OF SOCIETIES 


FOREIGN 


Argentina 


PRESIDENT: 
SECRETARY: 
TIME AND 


SOCIEDAD ARGENTINA DE OFTALMOLOGIA 
Dr. Héctor R. Picoli 


Australia 


PRESIDENT: 
DEC RETARY: 


rime 


Austria 


AND 


PRESIDENT: 


SECRETARY: 


PRESIDEN T: 
SECRETARY: 
AND 


PRESIDENT: 
SECRETARY: 


TIME AND 


Belgium 


SECRETARY: 


TIME AND 


Brazil 


PRESIDENT: 


SECRETARY 


PRESIDENT: 
SECRETARY: 


TIME AND 


PRESIDENT: 
Secretary: Dr 


TIME AND 


Canada 


CHAIRMAN: 
SECRETARY: 


PRESIDENT: 
SECRETARY: 


TIME 


AND 


PRESIDENT: 
SECRETARY: 


IME AND 


PRESIDENT: 
SECRETARY: 


TIME AND 


OPHTHALMOLOGICAL 


PRESIDENT: 
SECRETARY: 
TIME AND 


PRESIDENT: 
SECRETARY: 


PRESIDENT: 
SECRETARY: 


PRESIDENT: 


NOVA SCOTIA SOCIETY OF OPHTHALMOLOGY 


Dr. Alberto Ferrer Arata, Rivadavia 1993, Buenos Aires 
Prace: Third W ednesday of each month; Santa Fé 1171, Buenos Aires 
OPHTHALMOLOGICAL SOCIETY OF AUSTRALIA (B.M.A.) 
Dr. J. L. R. Carter 
Dr. Peter A. Rogers, 235 Macquarie St., Sydney 
Piace: November 9-13, 1959; Hobart, Tasmania 


OSTERREICHISCHE OPHTHALMOLOGISCHE GESELLSCHAFT 
Prof. Dr. Josef Bock 


Dr. Franz Schwab, I. Univ. Augenklinik, Spitalgasse 2, Vienna 9 


OSTERREICHISCHE OTO-LARYNGOLOGISCHE GESELLSCHAFT 
Prof. Dr. G. Hofer 


Doz. Dr. F. Neuberger, Alserstr. 4, Vienna 9 

Piace: First Tuesday ot each month; Vienna General Hospital, Alserstr. 4, Vienna 9 
OPHTHALMOLOGISCHE GESELLSCHAFT IN WIEN 

Doz. Dr. H. Fanta 

Dr. H. Schenk, I. 


Univ. Augenklinik, Alserstr. 4, Vienr 
Prace: 7:00 p.m., 


la 
Second Monday of each month; II. Univ. Augenklinik, Vienna 


SOCIETE BELGE D’OPHTALMOLOGIE 
Apolomsss, 179 boulevard Ruelens, Louvain 
ay of February, June, and November; Brussels 


Prof. Dr. 
Piace: Last 


SOC IEDADE BRASILEIRA DE OFTALMOLOGIA 
Dr. Pedro Moacyr de Aguia 
-GENERAL: Dr. Carlos elavlaus Bessa, Av. Nilo Pecanha 32, Policlinica Geral de Rio de Janeiro 
CENTRO DE ESTUDOS DE OFTALMOLOGIA 
Dr. Rubens Belfort Mattos 
Dr. Renato de Toledo, R. Condessa de S. Joaquim 288, Sao Paulo 
Prace: Every Tuesday; R. ‘i, de S: Joaquim 288, Sao Paulo 


OFTALMOLOGIA E OTORRINOLARINGOLOGIA 
DO RIO GRANDE DO SUL 
Dr. Paulo Fernando Esteves 


. Carlos Buede, Galeria Chaves, Porto Alegre, Rio Grande do Sul 
Prace: Third Wednesday of each month; Porto Alegre, Rio Grande do Sul 


SOCIEDADE DE 


ASSOCIATION, SECTION OF OPHTHALMOLOGY 
r war 

Dr. Rotiert W. Robertson, 305 Northgate Bldg., Edmonton, Alta. 

CANADIAN OPHTHALMOLOGICAL SOCIETY 


Lloyd 
. G. C. Kelly, 90 St. Clair Ave. W., Toronto, 


October 6-8, 1959; Niagara Falls, Ont. 


CANADIAN OTOLARYNGOLOGICAL SOCIETY 


Arnold Henry 


Dr. A. 
Dr. R 


Ont. 
PLACE: 


Dr. G. 


Dr. Donald M. MacRae, 324 Spring Garden Rd., Halifax, N. S. 

Prace: October 9-10, 1959; Sheraton-Brock Hotel, Niagara Falls, Ont. 

THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
Dr. John Scott 

Dr. James H. Graham, 150 Metcalfe St., Ottawa 4, Ont. 
Prace: January 23-24, 1959; Hotel Vancouver, Vancouver, B. C. 


AND OTOLARYNGOLOGICAL SOCIETY OF ALBERTA 


Edmonton, Alta. 


Dr. T. C. Wilson 
Dr. M. R. Marshall, 


North Pavilion, University Hospital, 
Prace: April 1959; 


Edmonton, Alta. 


AND OTOLARYNGOLOGY 
Dr. L. F. Doiron 


Dr. C. F. Keays, 324 Spring Garden Rd., Halifax, N. S. 


MONTREAL OPHTHALMOLOGICAL SOCIETY 
R. Cloutier 0 
ue. 


Bruce Ramsey, 
SECTION OF OPHTHALMOLOGY 


Dr. 
Dr. Montreal, 


TORONTO ACADEMY OF MEDICINE, 
Dr. J. C. Crawford 


1414 rue Drummond, 


Secretary: Dr. Lois A. Lloyd, 170 St. A me St., Toronto, Ont. 
Time: February 16, 1959; March 9, 19 
Chile 


SOCIEDAD CHILENA DE OFTALMOLOGIA 


Presipent: Dr. Cristébal Espildora-Luque 


Secretary: Dr. José Espildora-Couso, 


gustinas 715, Santiago 
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Colombia 
SOCIEDAD COLOMBIANA DE OFTALMOLOGIA Y OTO-RINO-LARINGOLOGIA 
Presipent: Dr. Francisco Vernaza 


Secretary: Dr. Alberto Jimeno, Apartados Aereo No. 56-01, Bogota 
Time Prace: Monthly; Bogota 


Cuba 

SOCIEDAD CUBANA DE OFTALMOLOGIA 
Presipent: Dr. Rafael Labrador Ruiz 
Secretary: Dr. Guillermo de la Torre, Calle G No. 506 Vedado, Havana 
Time anp Prace: First Thursday bimonthly; Malecon 61 Bajos, Havana 


Denmark 
DET OFTALMOLOGISKE SELSKAB I KOBENHAVN 
Presipent: Dr. Bérge Lawaetz 


Secretary: Dr. Jens Edmund, Virginiavej 2, Copenhagen F. Ps 


Egypt 
OPHTHALMOLOGICAL SOCIETY OF EGYPT 
Presipent: Dr. M. Tewfik wwe 
Secretary: Dr. Sabri Kamel ra .. Cairo 
Pract oF Meetinc: Dar El Hele , 42 r El Amy St., Cairo 
France 


SOCIETE FRANCAISE D’'OPHTALMOLOGIE 
Presipent: Prof. Guy 


ffret 
Secretary: Dr. Gabriel Lombard, 27 rue du Faubourg St. Jacques, Paris 
Time anp Prace: Maison de la i nag 28 rue Saint inique, Paris 


Germany 
DEUTSCHE OPHTHALMOLOGISCHE GESELLSCHAFT 
Presipent: Prof. Karl vom Hofe 


Secretary: Prof. Ernst Engelking, Univ.-Augenklinik, Heidelberg 
Time anv Prace: October 1959; Heidelberg 


DEUTSCHE OPHTHALMOLOGISCHE GESELLSCHAFT, HEIDELBERG 
Presipent: Prof. Karl vom Hofe 


Secretary: Prof. Karl vom Hofe, Univ.-Augenklinik, Kéln, Lindenburg 
Time anv Prace: 1959; Heidelberg 


Great Britain 
ASSOCIATION OF OTOLARYNGOLOGISTS 
PRESIDENT: Mr. Gill-Care 


Secretary: Mr. Niyies L. Reenie, 47 Lincoln’s Inn Fields, London, W. C. 
FACULTY OF OPHTHALMOLOGISTS 

Presipent: Mr. L. H. Savin 

Secretary: Mr. E. F. King, 47 Lincoln’s Inn Fields, London W. C. 2 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED KINGDOM 
PresipENt: Mr. R. C. Davenport 
Secretaries: Mr. K. C. Wybar, 47 Lincoln’s Inn Fields, London, 7 Cc. 2 
Mr. E. C. Glover; 47 Lincoln’s Inn Fields, London, W in. ae 


OXFORD OPHTHALMOLOGICAL CONGRESS 
Master: Mr. O. M. Duthie 


SECRETARY-TREASURER: Mr. Ian C. Fraser, 21 Dogpole, Shrewsbury, Shropshire 
Time anp Piace: July 1-4, 1959; University Laboratory of Physiology, South Parks Rd., Oxford 


ROTA SOCIETY OF MEDICINE, SECTION OF OPHTHALMOLOGY 
Presipent: Mr. J. R. Wheeler 


Secretaries: Mr. D. P. Greaves, 56 Wimpole St., London, W. 1 
Mr. J. H. Dobree, 116 Wood St., Barnet, Herts. 


Time anpd Prace: Second Thursday, October through December, February through June; 1 Wimpole St., 
London, W. 1. 


THE ROYAL SOCIETY OF MEDICINE, SECTION OF OTOLOGY 
Presipent: Mr. Terence Cawthorne 
Secretaries: Mr. R. Hunt Williams, 36 Shinfield Rd., Reading 

r. William McKenzie, 76 Harley St., London, W. 1 


TIME wei tea First Friday, November through June, except January and April; 1 Wimpole St., London, 
* 


THE me SOCIETY OF MEDICINE, SECTION OF LARYNGOLOGY 

Presipent: Mr. R. L. 

Secretaries: Mr. D. © aon 62 Wimpole St., London, W. 1. 
Mr. I. B. Thorbun, 160 Whitegate Dr., Blackpool 

TIME ee See First Friday, November through Tune, except January and April; 1 Wimpole St., London, 
1 


MIDLAND OPHTHALMOLOGICAL SOCIETY 
Presipent: Mr. I. Lioyd Johnstone 
Secretaries: Mr. M. J. Roper-Hall, Birmingham and Midland Eye Hospital, Church St., Birmingham 3 
Mr. W. Martin Walker, Birmingham and Midland Eye Hospital, Church St., Birmingham 3 
TIME = Fagg 5 February 6, 1959; Midland Centre for Neurosurgery, Holly Lane, Smethwick; March 13, 
Northampton General Hospital, Billing Rd., Northampton; May 8, 1959, Worcester City and 
Soom Eye “Hospital, Barbourne Rd., Worcester; June 13, 1959; Victoria Eye Hospital, Hereford 
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SCOTTISH OPHTHALMOLOGICAL CLUB 
Presip—Ent: Dr. John Marshall 


Secretary: Dr. John D. Fraser, 31 Kingsborough Gardens, Glasgow, Scotland 


SOUTHERN OPHTHALMOLOGICAL SOCIETY 
Presipent: Mr. L. B. Hartley 


Secretary: Mr. Nigel Cridland, 25 Craneswater Park, Southsea, Portsmouth 


India 
ALL-INDIA OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. V. C. Rambo 


Secretary: Dr. Y. K. C. Pandit, Bombay Mutual Bldg., Hornby Rd., Bombay 1 
Time anv Prace: Third week of February 1959; Trivendrum 


OFM SEAL SOCIETY OF BENGAL 
PRESIDENT: Captain K. 


L. 
SECRETARIES: Dr. 5S. Bagchi, eal Dr. M. Sengupta; 94 Chittaranjan Ave., Calcutta 12 


BOMBAY OPHTHALMOLOGICAL ASSOCIATION 
Presipent: Dr. H. D. Patel 


Secretaries: Dr. B. B. Velankar, 213 Charni Rd., Girgaum, Bombay 4 
Dr. V. S. Talwalkar, 213 Charni Rd, Girgaum, Bombay 4 
Time AND Piace: 7:30 p.m., Third Wednesday of each month; various hospitals 


Ireland 
IRISH OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. B. Lynn 


Secretary: Dr. T. F. Roche, 25 Fitzwilliam Pl., Dublin 
Time AND Piace: May 14-16, 1959; Belfast 


The Netherlands 

NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 
Presipent: Prof. Dr. M. C. Colenbrander 
Secretary: Dr. P. G. Binkhorst, Sweelincklaan 20, Bilthoven 


New Zealand 

THE OPHTHALMOLOGICAL SOCIETY OF NEW ZEALAND 
Presipent: Dr. D. C. MacDiarmid 
Secretary: Dr. C. C. Ring, 1A Alfred St., Auckland, C. 


Norway 
NORSKE OYELEGERS FORENING 
PresipENT: Dr. Einar Trumpy 


Secretary: Dr. Hans Peter Petersen, Rikshospitalets Oyeavdeling, Oslo 
Time AND Prace: Two times a year; Rikshospitalets Oyeavdeling, Oslo 


Pakistan 

OPHTHALMOLOGICAL SOCIETY OF PAKISTAN 
Presipent: Lt. Gen. W. A. Burki 
Secretary: Dr. Raja Mumtaz, 70 Nedous Hotel, Lahore 


Paraguay 
SOCIETY OF OPHTHALMOLOGY OF PARAGUAY 
PrestpENTtT: Dr. Alfredo Ayala Haedo 
Secretary: Maria O. de Fresco, Calle Estados Unidos 590, Asuncién 
Time AND Ptrace: Monthly; Circulo Paraguayo de Medicos, Asuncién 


Portugal 
SOCIEDADE PORTUGUESA D 


OTORRINOLARINGOLOGIA E DE BRONCO- ESOF AGOLOGIA 
PRESIDENT: Dr. Alberto Luis de Mendonca 


SecrETARIES: Dr. Antonio da ~~ Quinta, Av. da Liberdade 65, Lisbon 1 
Dr. Albano Coelho, Av. da Liberdade 65, Lisbon 1 


Spain 

SOCIEDAD OFTALMOLOGICA HISPANO-AMERICANA 
PrestpeNnt: Prof. Dr. losé Peérez-Llorca 
Secretary: Dr. Carlos Costi Garcia de Tufién, Montalban 7, Madrid 


Sweden 


SVENSKA OGONLAKAREFORENINGEN 
SVENSKA LAKARESALLSKAPETS SEKTION FOR OFTALMOLOGI 
PRESIDENT: Prof. S. Larsson 
Secretary: Dr. Ilmari Rendahl, Karolinska sjukhuset, Stockholm 60 


Union of South Africa 

THE OPHTHALMOLOGICAL SOCIETY OF SOUTH AFRICA 
Presipent: Dr. R. L. H. Townsend 
Secretary: Dr. J. Guilliaume Louw, 17 Church Sq., Cape Town 


Venezuela 

SOCIEDAD VENEZOLANA DE OTORINOLARINGOLOGIA 
Presipent: Dr. Alfredo Celis Pérez 
Secretary: Dr. Jesus Miralles, Centro Médico, Caracas 
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NATIONAL 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: John H. Dunnington, M.D. 


Executive SECRETARY-TREASURER: William L. Benedict, M.D., 15 Second St. S.W., Rochester, Minn. 
Time anv Piace: October 11-16, 1959; Palmer House, Chicago 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION 
PRESIDENT: Francis W. Davison, M.D. 
Secretary: F. Johnson Putney, M.D., 1712 Locust St., Philadelphia 3 
Time AND Piace: March 10-11, 1959; The Homestead, Hot Springs, Va. 


AMERICAN LARYNGOLOGICAL ASSOCIATION 
PRESIDENT: Fred W. Dixon, M.D. 
SECRETARY: James H. Maxwell, M.D., Out-Patient Bldg., University Hospital, Ann Arbor, Mich. 
Time anv Piace: March 8-9, 1959; The Homestead, Hot Springs, Va. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, INC. 
Presipent: Gordon D. Hoople, M.D. 
: SEcRETARY: C. Stewart Nash, M.D., 708 Medical Arts Bldg., Rochester 7, N. Y. 


Time anv Piace: March 10-12, 1959; The Homestead, Hot Springs, Va. 


EASTERN SECTION 
PrestpENT: Joseph Goldman, M.D. 
Secretary: David Brewer, M.D., Syracuse, N .Y. 
Time anp Pace: January 8-9, 1959; Savoy Hilton, New York 


MIDDLE SECTION 
Presipent: Alfred J. Cone, M.D. 
SECRETARY: Marlow W. Manion, M.D., 601 Hume Mansur Bldg., Indianapolis 4 
TIME AND PLACE: January 12-13, 1959; St. Louis 


SOUTHERN SECTION 


Secretary: James A. Harrill, M.D., Bowman Gray School of Medicine, Winston-Salem, N. C. 
Time: January 1959 


WESTERN SECTION 
Vice-Presipent: Ben R. Dysart, M.D. 
Secretary: Francis A. Sooy, M. D., 490 Post St., San Francisco 


AMERICAN ASSOCIATION, SECTION ON LARYNGOLOGY, 
TOLOGY AND RHINOLOGY 
CHAIRMAN: Victor R. Alfaro, M.D. 
Secretary: Walter E. Heck, M.D., Stanford nD San Francisco 15 
Time anp Prace: June 8-12, 1959; " Atlantic City, } 


AMERICAN MEDICAL ASSOCIATION, SECTION ON OPHTHALMOLOGY 
CHAIRMAN: Frank B. Walsh, M.D. 
Secretary: Harold G. Scheie, M.D., 313 S. 17th ots Philadelphia 3 
Time Prace: June 8-12, 1959; Atlantic 


AMERICAN OPHTHALMOLOGICAL SOCIETY 


Prestpent: Derrick Vail, M.D. 
SECRETARY- TREASURER: Maynard C. Wheeler, M.D., 30 W. 59th St., New York 19 


AMERICAN OTOLOGICAL SOCIETY, INC. 
Presipent: Moses H. Lurie, M.D. 
SECRETARY-TREASURER: Lawrence R. Boies, M.D., University Hospital, Minneapolis 14 
Time anpd Priace: May 1959; The Homestead, Hot Springs, Va. 


THE AMERICAN OTORHINOLOGIC SOCIETY FOR PLASTIC SURGERY, INC. 
PresipENT: Paul L. Mahoney, M.D. 
Secretary: Joseph G. Gilbert. M.D., 75 Barberry Lane, Roslyn Heights, N. Y. 
Time anpd Prace: February 15- 25, 1959; Mexico 


AMERICAN SOCIETY OF FACIAL PLASTIC SURGERY 
Presipent: Trent W. Smith, M.D. 
Secretary: Samuel M. Bloom, M.D., 123 E. 83rd St., New York 28 
Time AND Pace: March 18 and July 15, 1959; New York 


AMERICAN SOCIETY OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC ALLERGY 
PresipDENT: Michael H. Barone, M.D. 
SEcRETARY: Daniel S. De Stio, M.D., 1006 Highland Bldg., Pittsburgh 6 
Time anD Prace: October 15- 16, 1959; Palmer House, Chicago 


ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INC. 
CuairMAN: Michael J. Hogan, M.D 
SEcRETARY-TREASURER: Lorand V. Johnson, M.D., 10515 Carnegie .Ave., Cleveland 6 
Time AND Prace: June 1959; San’ Francisco 


NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS 
Presipent: Ira V. Hiscock, Sc.D 
Exceutive Director: Franklin M. Foote, M.D., 1790 Broadway, New York 19 
Time anv Prace: February 25-27, 1959: “Hotel a New Yor 
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OTOSCLEROSIS STUDY GROUP 
Presipent: E. P. Fowler, Jr., M.D 


D. 
Secretary: Arthur L. gor, M.D., 1018 Brown Bldg., Louisville, Ky. 
TimME AND Ptrace: October 10, 1959; Palmer House, Chicago 


Z PUERTO RICAN MEDICAL ASSOCIATION 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Antonio Rull4n, M.D. 
SECRETARY: Ophthahnology: Carlos J. Margarida, M.D., Box 9111, Santurce 
Otolaryngology: Lorenzo Arsuaga, M.D., Box 9111, Santurce 


. PUERTO RICAN OPHTHALMOLOGICAL SOCIETY 
PresipENT: Luis Fernandez, M.D. 
Secretary: Guillermo Picé, M.D., 654 Ponce de Leén Ave., Santurce 
Time anv Piace: Bimonthly; Puerto Rican Medical Association Bldg. 


SOCIETY OF MILITARY OPHTHALMOLOGISTS 
PRESIDENT: Aubrey Jennings, M.D. 
SEecRETARY: Capt. .Don W. Longfellow, MC, USA, Armed Forces Institute of Pathology, WRAMC, Washington 


12, D. 
TIME AND ‘PLACE: October 13, 1959; Palmer House, Chicago 


SOCIETY OF MILITARY OTOLARYNGOLOGISTS 
PRESIDENT: Lt. Col. eo H. Bear, USAF 
SECRETARY-TREASURER: Capt. Maurice Schiff, MC, USN, U. S. Naval Hospital, Oakland, Calif. 
TIME AND PLACE: Beeches 13, 1959; Palmer House, Chicago 


REGIONAL 


ARK-LA-TEX OTO-OPHTHALMIC SOCIETY 
PRESIDENT: Ray Carter, M.D. 
SECRETARY: Paul Swearingen, M.D., Garrett Bldg., Shreveport, La. 
Time anv Pace: First Monday of each month; Confederate Memorial Hospital, Shreveport, La. 


neg EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Raymond Ogawa, M. 
Secretary: Thomas Frissell, M. Straub Clinic, Honolulu 
Time: Third Thursday of each month 


INTER-MOUNTAIN OTO-OPHTHALMOLOGICAL SOCIETY 
Presipent: Charles Ruggeri, Jr., M.D. 
Secretary: Don B. McAffee, M. D. .. 508 E. South Temple, Salt Lake City 
Time anv Prace: 7:30 p.m., Third Monday of each month; University Club, Salt Lake City 


LOUISIANA-MISSISSIPPI 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PresipENtT: Fred D. Hollowell, M.D. 
Secretary: Edley H. Jones, M.D., 1301 Washington St., Vicksburg, Miss. 
Time AND Piace: May 15-16, 1959; Edgewater Gulf Hotel, Edgewater Park, Miss. 


NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 
PresipENt: Henry L. Birge, M.D. 
Secretary: Edwin B. Goodall, M.D., 328 Washington St., Wellesley Hills, Mass. 


Time anD Prace: Third Wednesday, November through April; Massachusetts Eye and Ear Infirmary, 243 
Charles St., Boston 


NEW ENGLAND OTO-LARYNGOLOGICAL SOCIETY 
Presipent: Vincent J. Kelley, M.D. 
Secretary: Burton E. Lovesey, M.D., 15 W. Central St., Boston 


Time AND Pace: Three times yearly, November, February, May or June; Massachusetts Eye and Ear Infirm 
ary, Boston 


age COAST OTO-OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: S. Murphy, 
SECRETARY: ae E. Smith, Mt. D., 686 12th Ave., Salt Lake City 3 
Time AND Prace: April 12, 1959; Las Vegas, Nev. 


SIOUX VALLEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PrestpeEnt: R. A. Weber, M.D. 
Secretary: S. F. Becker, M.D., B1600 S. Western Ave., Sioux Falls, S. D. 
Time anv Prace: February 1959; Sioux City, lowa 


OUTHERN MEDICAL ASSOCIATION, 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: V. Eugene Holcombe, M.D. 
Secretary: Mercer G. Lynch, M. D., Ochsner Clinic, New Orleans 1S 


WISCONSIN-UPPER MICHIGAN SOCIETY OF 

OPHTHALMOLOGY AND OTOLARYNGOLOGY 
P Tt: G Nadeau, M.D. 
ern GL. McCormick, M.D., 650 S. Central Ave., Marshfield, Wis. 
Time anp Piace: May 1959; Green fis. 
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STATE AND LOCAL 


Alabama 


ALABAMA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Henry M. Dismukes, M.D. 
Secretary: Eugene Callaway, Jr., M.D., 228 Selma Ave., Selma 


‘hel 


THE BIRMINGHAM EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Each member in alphabetical order 


Secretary: Joseph M. Dixon, M.D., 2156 Highland Ave., Birmingham 5 
Time anv Piace: Monthly; The Cl ub 


Arizona 


PHOENIX OPHTHALMOLOGICAL SOCIETY 
Presipent: Paul H. Case, M.D. 
Secretary: Sheldon Zinn, M.D., 15 E. Monroe, Phoenix 
Time anv Piace: 7:30 p.m., Second Thursday bimonthly, September through May; Westward Ho Hotel 


Arkansas 


ARKANSAS MEDICAL SOCIETY, EYE, EAR, NOSE AND THROAT SECTION 
PRESIDENT: John William Smith, M.D. 
Secretary: James L. Smith, M. D.. 623 Woodlane, Little Rock 
Time anv Piace: May 1959; Fort Smith 


California 


CALIFORNIA MEDICAL ASSOCIATION, EYE SECTION 
Presipent: O. Ralph Tanner, M.D 
Secretary: A. Ray Irvine, Jr., M. D., 2010 Wilshire Bivd., Los Angeles 57 
Time anv Prace: February 22-25, 1959; San Francisco 


ALTA CALIFORNIA OPHTHALMOLOGICAL SOCIETY 
Presipent: Alfons F. Tipshus, M.D. 
Secretary: Robert L. Alexander, M.D., 1127 Eleventh St., Sacramento 
Time anv Prace: Third Thursday of each month; Sutter Club, Sacramento 


EAST BAY OPHTHALMOLOGICAL SOCIETY 
Presipent: Arthur F. Steinmetz, M.D. 
Secretary-Treasurer: E. Homer Brugge, M.D., 426 17th St., Oakland 12 


LOS ANGELES OPHTHALMOLOGICAL JOURNAL CLUB 
PresipENtT: Charles J. Aucreman, ie 
Secretary: Arthur S$. Gray, M.D., 301 N. Prairie Ave., saqpownes 
Time anv Prace: 8:00 pm Second dhe Se of each month: Angeles County Medical Association Bldg. 
1925 Wilshire Blvd., Los Angeles 


LOS ANGELES SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Max Edward Pohiman, M.D. 
Secretary: Wendell C. Irvine, M.D., 2010 Wilshire Blvd., Los Angeles 57 
Time AND Place: Ophthalmology, 6:00 p.m., First Thursday "of each month ; 
Otolaryngology, 6:00 p.m., Fourth Monday of each mo nth; 
Los Angeles County "Medical Bidg., Wilshire Blvd., Los Angeles 


PENINSULA EYE SOCIETY 
Presipent: William ]. Hornyak, M.D. 
Secretary: Loren ‘Denny, M.D., 204 Third Ave., San Mateo 
Time AND PLace: Third T 1ursday "of each month ; ‘Peninsula restaurants 


SAN DIEGO OPHTHALMOLOGICAL SOCIETY 
Presipent: George P. Lauren, M.D. 
Secretary: William A. Yancey, M.D., 1204 Medico-Dental Bidg., San Diego 1 
Time anv Prace: 6:00 p.m., Second Monday of each month; University Club, San Diego 


SAN FRANCISCO MEDICAL SOCIETY, EYE SECTION 


CuatrMan: Bayard H. Colyear, Jr., M.D.; 490 Post St., San Francisco 
Time anv Prace: Quarterly; San "Francisco County Medical Society Bldg. 


SAN FRANCISCO OPHTHALMOLOGICAL ROUND TABLE 
Presipent: Michael Hogan, M.D. 
Secretary: A. J. Brinckerhoff, M.D., 490 Post St., San Francisco 2 


SANTA BARBARA OPHTHALMOLOGICAL SOCIETY 
PresipENtT: Byron Lee Gifford, M.D. 


Secretary: George Hanson, M.D.., 19 W. St., Santa Barbara 
Time: Third Thursday evening of each month 


TRI-COUNTY SOCIETY OF OPHTHALMOLOGY 
Presipent: Albert Biegel, M.D 
Secretary: Gordon Witter, M. D., 2 W. Fern Ave., Redlands 
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Colorado 
COLORADO OPHTHALMOLOGICAL SOCIETY 


PRESIDENT: James C. Strong, Ir., M.D. 
SECRETARY: Max Kaplan, N 'D., 216 Republic Bldg., Denver 2 


Time anv Piace: Third Saturday of each month, ‘September through May; University of Colorado Medical 
Center, 4200 E. Ninth Ave., Denver 


COLORADO OTOLARYNGOLOGICAL SOCIETY 
Presipent: James Blair, M.D. 
Secretary: Will P. Pirkey, M.D., 2465 S. Downing, Denver 
TimME AND Pace: 6:00 p.m., First ’ Saturday of each month; Colorado General Hospital 


Connecticut 


CONNECTICUT STATE MEDICAL SOCIETY, EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENtT: Morton Arnold, M.D. 
Secretary: John P. Simses, M.D., 144 Golden Hill St., Bridgeport 


District of Columbia 


MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, SECTION ON OPHTHALMOLOGY 
PRESIDENT: Marshall M. Parks, M.D. 


SECRETARY-TREASURER: Elbert Ww. Dodd, jr., M.D., 1726 M St. N.W. No. 201 
Time: February 10, 1959; April 16, 195 


MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, SECTION ON OTOLARYNGOLOGY 
Presipent: Edward O’Brien, M.D. 
Secretary: Max Fischer, M.D., 915 19th St. N.W., Washington, D. C. 


Florida 


FLORIDA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Edson J. Andrews, M.D. 
Secretary: Joseph Taylor, Jr.. M.D., One Davis Bldg., Tampa 
Time AND Prace: May 1959; Americana Hotel, Miami: Beach 


GREATER “pg EYE, EAR, NOSE AND THROAT SOCIETY 
PrestpENt: James H. Mendel, Ir., 


{.D. 
Secretary: H. Carlton Howard, M.D., Suite 219, Plaza Bldg., 245 S.E. First St., Miami 32 
Time anv Prace: Quarterly; McAllister Hotel 


Georgia 
GEORGIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: F. Phinizy Calhoun, Jr., M 


.D. 
Secretary: Walter P. Rhyne, M.D., P. O. Box 206, Alban 
Time anv Prace: March 12-13, 1959; Gen. Oglethorpe Hotel, Savannah 


ATLANTA EYE, EAR, NOSE AND THROAT SOCIETY 
Presip—ent: Thomas Manchester, M.D. 
Secretary: J. Jack Stokes, M.D., 512 Medical Arts Bldg., Atlanta 
Time anv Prace: 8:00 p.m., Fourth Monday of each month; Fulton County Academy of Medicine 


Illinois 


CENTRAL ILLINOIS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: William Hubble, M.D. 
Secretary: Clarence A. Fleischli, M.D., 520 E. Allen St., Springfield 
Time aNnvD Ptrace: April 23-25, 1959; French Lick Springs, Ind. 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY 
Presipent: J. Allan Weiss, M.D. 
Secretary: Fletcher Austin, M.D., 700 N. Michigan Ave., Chicago 11 


Time AND Prace: First Monday of each month, October through May; Furniture Club of America, 666 N. Lake 
Shore Dr., Chicago 


CHICAGO OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: |]. Vernal Cassady, D. 
SEcCRETARY-TREASURER: Joseph S. Haas, M.D., 111 N. Wabash, Chicago 2 
Timer AND Ptace: Third Monday of each month; Illini Union, 715 S. Wood St., 


Indiana 


Chicago 


INDIANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Herschel Smith, M.D. 


Secretary: |. Lawrence Sims, M.D., 3400 N. Meridian St., Indianapolis 


INDIANAPOLIS OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: Marvin Cuthbert, M.D. 
Secretary: M. Richard Harding, M.D., 23 E. Ohio St., No. 308 
Time AND Piace: Second Thursday, November through May; Indianapolis Athletic Club 


Iowa 

IOWA —= OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Claire Kos, M.I 
Secretary: Arthur C. Wise, MM. D., 212 Savings and Loan Bldg., Iowa City 


DES MOINES ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: C. Jones, M.D. 
Secretary: C. C. Walker, M.D., 304 Bankers Trust Bldg., Des Moines 
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Kansas 
KANSAS STATE MEDICAL SOCIETY, 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Victor R. Moorman, M.D. 
Secretary: James E. Bresette, M.D., 659 New Brotherhood Bldg., Kansas City 
Time AND Prace: May 1959; Topeka 


Kentucky 
LOUISVILLE EYE AND EAR SOCIETY 


Presipent: George I. Uhde, M.D. yes 
Secretary: George Maier, M.D., 610-613 Brown Blidg., Louisville 2 


Louisiana 

NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 
Presipent: J. O. Weilbaecher, Ir., M.D. 
SecretTary: Maurice E. St. Martin, M.D., Room 103, 1430 Tulane Ave., New Orleans 
Time aNp Piace: March 2- 5, 1959; Roosevelt Hotel, New Orleans 


Maryland 

BALTIMORE CITY MEDICAL SOCIETY, OPHTHALMOLOGICAL SECTION 
Presipent: Howard Naquin, M.D. 
Secretary: Joseph Brumbach, M.D., Medical Arts Bidg., Baltimore 1 


BALTIMORE EAR, NOSE AND THROAT SOCIETY 


PRESIDENT: Jerome Snyder, M.D. 
Secretary: Arthur Ward, M. D., 11 E. Chase St., Baltimore 


Massachusetts 
MASSACHUSETTS MEDICAL SOCIE : 
SECTION OF OPHTHALMOLOGY AND Ry NGOLOGY 
CuatrMan: Trygve Gundersen, M.D. 
Secretary: R E. Klotz, M.D., 243 Charles St., Boston 
Time anv Prace: May 1959; Hotel Statler, Boston 


BOSTON CITY HOSPITAL AURAL AND OPHTHALMIC ALUMNI SOCIETY 


Presipent: Arthur J. Gorney, M.D. 
Secretary: Anthony Alba, M.D., 199 Bay State Rd., Boston 


Mi 
MICHIGAN STATE MEDICAL SOCIETY. SECTION OF OPHTHALMOLOGY 
CuairMaANn: Fleming A. Barbour, M.D. 
Secretary: Paul L. Cusick, M.D., 28 W. Adams Ave., Detroit 26 
Time anv Prace: September 1959; Grand Rapids 


MICHIGAN STATE MEDICAL SOCIETY, SECTION OF OTOLARYNGOLOGY 
Presipent: Harold F. Schuknecht, M.D. 
Secretary: John E. Mazgielski, M. D., University Hospital, University of Michigan, Ann Arbor 
Time: September 1959 


TRIOLOGICAL SOCIETY 
PRESIDENT: Walter Z. Rundles, Sr., M 
Secretary: R. T. Blackhurst, M.D.. me. Midland 
Time: Third Thursday of September, November, March, and May 


DETROIT OPHTHALMOLOGICAL CLUB 
PRESIDENT: Members in rotation 
W. Henderson, M.D., University Hospital, Ann A 


rbor 
Time anv Prace: Second Tuesday of. November, December, tema and March; Wayne County Medical 
Society Bldg. 


OPHTHALMOLOGICAL SOCIETY 
Presipent: A. D. Ruedemann, Sr., M.D. 
Secretary: Lester E. taiioeeh. M. D., 521 David Whitney Bldg., Detroit 26 
Time ~ , cae Fourth Thursday of each month, November through April; Wayne County Medical Society 


OTOLARYNGOLOGICAL SOCIETY 
PrEsIDENT: Donald S. Bolstad, 
Secretary: Ned Chalat, M.D., 212 David Whitney Bldg., Detroit 26 


SAGINAW VALLEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Fred Cady, Jr., M.D. 
Secretary: Arno W. Weiss, M. D., 3521 State St., Sa 
Time anp Piace: First Tuesday of each month; High en Inn, Saginaw 


Minnesota 
MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: W. J. a> rd, M.D 
Secretary: John P Wendland~ M.D., Doctors BI Minneapolis 
Time anv Prace: Second Friday of each month, } ovember through May; Minneapolis or St. Paul 
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Missouri 


KANSAS CITY SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Dick H. Underwood, M.D. 
Secretary: James T. Robison, M.D., 4620 J. C. Nichols Pkwy., Kansas Cit 
Time anv Prace: Third Thursday of each month; University of Kansas Medical Center 


EAR, NOSE AND THROAT CLUB OF ST. LOUIS 
Presipent: Ben H. Senturia, M.D. 
SECRETARY: Daniel D. Klaff, M.D., 3720 Washington Blvd., St. Louis : 
Time AND Piace: Third Wednesday of January, March, May and November; University Club, St. Louis 


ST. LOUIS OPHTHALMOLOGICAL SOCIETY 
Presipent: T. E. Sanders, M.D. 
Secretary: Lawrence T. Post, Jr., M.D., 100 N. Euclid, St. Louis 8 


Montana 


MONTANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipext: R. O. Lewis, M.D. 
Secretary: R. M. Morgan, M.D., 905 Helena Ave., Helena 
Time AND Prace: February 22, 1959; Bozeman 


Nebraska 
NEBRASKA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Mel Foote, M.D. 
Secretary: George Alliband, M.D., 1020 Medical Arts Bldg., Omaha 
Time AND Prace: May 1959; Omaha 


aga EYE, EAR, NOSE AND THROAT SOCIETY 


PrEsIpENT: Frank Lipp 
Secretary: Richard he Se M.D., 1421 Dodge St., Omaha 
Third Wednesday of each month; Omaha Club, 20th and Douglas, Omaha 


Time Prace: 6:30 p.m., 


New Jersey 
ACADEMY OF MEDICINE OF NEW JERSEY, 
EYE, EAR, NOSE AND THROAT SECTION 
CHAIRMAN: Richard Stern, M.D. 
Secretary: Myron Shapiro, M.D., 286 N. Arlington Ave., East Orange 
Time AND Prace: December 1959; Newark Eye and Ear Infirmary, I —_ 


MEDICAL SOCIETY OF NEW JERSEY, SECTION ON OPHTHALMOLOGY 
PresipeNtT: Charles Jaeckel, M.D. 
Secretary: Jay E. Mishler, M.D., 1616 Pacific Ave., Atlantic City 
Time aNp Piace: May 30, 1959; Atlantic City 


NEW JERSEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Presipent: Wallace Hurff, M.D. 
Secretary: John Scillieri, M.D., 660 Broadway, Paterson 
Time anv Piace: May 1959; Atlantic City 


NEW JERSEY OPHTHALMOLOGICAL SOCIETY 
Presipent: T. Atwood, M.D. 
Secretary: Alfonse A. Cinotti, M.D., 3285 Hudson Blvd., Jersey City 


NEW JERSEY SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipeENTtT: Edgar P. Cardwell, M.D. 
Secretary: Albert F. Moriconi, M.D., 438 Hamilton Ave., Trenton 9 


HUDSON COUNTY EYE, EAR, NOSE AND THROAT SOCIETY 


PRESIDENT AND Secretary: Nathaniel J. Shapiro, M.D., 1201 Palisade Ave., Union City 
Time ann Prace: Second Monday of each month; Pete and Dominic Restaurant, Jersey City 


New Mexico 
NEW MEXICO OPHTHALMOLOGICAL SOCIETY 
Presipent: A. W. Egenhafer, 


M.D. 
SECRETARY: T. A. Dillahunt, M.D., g Girard Blvd. S.E., Albuquerque 
Time AND Piace: May 1959; Santa Fe 


New York 

MEDICAL SOCIETY OF THE STATE OF NEW YORK, OTOLARYNGOLOGY SECTION 
CHAIRMAN: Samuel F. Kelley, M.D. 
Secretary: Daniel C. Baker, JIr.. M.D., 903 Park Ave., New York 21 


NEW YORK ACADEMY OF MEDICINE, SECTION ON OPHTHALMOLOGY 
PRESIDENT: Charles A. Perera, M.D. 
Secretary: Frank H. Constantine, M.D., 30 W. 59th St., New York 


NEW YORK ACADEMY OF MEDICINE, SECTION ON OTOLARYNGOLOGY 
PresipENT: Joseph L. Goldman, M.D. 
Secretary: Edmund P. Fowler, Jr., M.D., 180 Ft. Washington Ave., New Yor 
TIME AND Third Wednesday of each month; New York of Medicine, 2 E. 103rd 
ecw or 29 
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NEW a SOCIETY FOR CLINICAL OPHTHALMOLOGY 
Presipent: Arthur Linksz, M. 
Secretary: Leon H. Ehrlich, i. D., 211 Central Park West, New York 24 


Time anv Prace: 8:00 p.m., First ‘Monday of each month; New York ai of Medicine, 2 E. 103rd St., 
New York 29 


CENTRAL ee YORK EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: James E. Sheehy, 
Secretary: O. W. 'M.D., 301 State Tower Bldg., Syracuse 


EASTERN NEW YORK EYE, EAR, NOSE AND THROAT SOCIETY 
PresipeNt: Robert Ward, M.D. 
Secretary: Frank C. Furlong, M.D., 713 Union St., Schenectady 


Time anpd Pace: First Thursday ‘of November, ‘January, Showa, March and April; Albany, Troy or 
Schenectady 


ALUMNI ASSOCIATION OF THE NEW YORK EYE AND EAR INFIRMARY 
Presipent: Daryl Voorheis, M.D 
Secretary: John Finlay, M. D., 218 Second Ave., New York 


BROOKLYN OPHTHALMOLOGICAL SOCIETY 
Presipent: Rodolph M. Cutino, M.D. 
Secretary: Nicholas P. Tantillo, M.D., One Hanson Pl., Brooklyn 17 
Time: Fourth Monday of each month 


BUFFALO OPHTHALMOLOGICAL CLUB 
Presipent: Herbert R. Reitz, M.D. 
Secretary: Harold E. Wass, M.D., 333 Linwood, Buffalo 9 
Time anv Piace: Monthly; Sheraton Hotel, Buffalo 


NASSAU OPHTHALMOLOGICAL SOCIETY 
Presipent: Arthur E. Merz, M.D. 
SecreTary-TreasureR: John R. Roche, M.D., 1554 Northern Blvd., Manhasset, L. I. 
Time: Fourth Monday of February, April, September and November 


North Carolina 
NORTH CAROLINA EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: Ralph Arnold, M.D. . 
Secretary: George T. Noel, M.D., P. O. Box 397, Kannapolis 
Time anp Prace: September 13-16, 1959; Charleston, S. C. 


Ohio 
AKRON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: R. H. Stahl, M.D. 
Secretary: D. W. Mathias, M.D., 819 First National Tower, Akron 8 J 
Time AND Pace: 6:30 p.m., First Monday of October, December, February and May; Akron City Club, Akron 


CINCINNATI OPHTHALMOLOGIC CLUB 
Executive Councit: Donald |]. Lyle, M.D.; Charles K. W. pores. M.D.; George B. Heidelman, M.D. 
Secretary: Josef D. Weintraub, M.D., 715 Provident Bank Bldg., Cincinnati 2 
Time anv Pace: 8:00 p.m., Second Wednesday of each month, November through May; Vernon Manor Hotel 


sty OTOLARYNGOLOGICAL SOCIETY 
Presipent: Edward A. Juler, 
Secretary: Raymond L. Pfister, AL D., 2600 Union Central Bldg., Cincinnati 2 


Time anv Pace: 6:30 p.m., Third Monday of each month; University Club, Cincinnati 


CLEVELAND OPHTHALMOLOGICAL CLUB 
Presipent: Samuel T. Forsythe, M.D. 
SEcRETARY-TREASURER: Robert C. Kirk, M.D., 15644 Madison Ave., Lakewood 7 
Time anp Prace: Four times yearly; Wade Park Manor, 107th St. and Park Lane, Cleveland 


CLEVELAND OTOLARYNGOLOGICAL CLUB 
PresipENtT: Thomas L. Smith, M.D. 
Secretary: Richard L. Ruggles, M.D., 10515 Carnegie Ave., Cleveland 6 
Time: Second Wednesday of November, February, April and May 


COLUMBUS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Robert H. Magnuson, M.D. 
Secretary: fohn E. Arthur, M.D., 370 E. Town St., Columbus 


TIME AND aa end First Monday ‘of each month, October through May; University Club, 40 S. Third St., 
Columbus 


TOLEDO EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Max F. Sudhoff, M.D. 
Secretary: Frank W. Taylor, M.D., 2060 Glendale, Toledo 
Time anv Pace: 6:30 p.m., Third Tuesday of each month; Toledo Club 


Oklahoma 
OKLAHOMA CITY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Prestpent: E. Norris Robertson, Ir., M.D. 
SecrETARY: Robert W. King, M.D., 1200 N. Walker, Oklahoma City 
Time AND Prace: May 1959; University of Oklahoma Medical School 
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Oregon 
| OREGON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: David D. DeWeese, M.D. 


Secretary: Paul B. Myers Portland 5 


Time anv Prace: Fourth Tueoday ot each senate Henry Thiele Restaurant, 2305 W. Burnside, Portland 


Pennsylvania 


PENNSYLVANIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Murray F. McCaslin, M.D. 
Secretary: Daniel S. DeStio, M.D., 1006 Highland Bldg., Pittsburgh 6 
Time anv Prace: May 21-23, 1959; Bedford Springs Hotel, Bedford 


WESTERN o> <a gees: EYE, EAR, NOSE AND THROAT SOCIETY 
PrESIDEN?: Dorsey Hoyt, 
Secretary: F. E. Murdock, Me D., 28%. W. Scribner Ave., DuBois 


Prime ann Piace: Third Thursday ot April and Sentember; Indiana 


WYOMING VALLEY EYE, EAR, NOSE AND THROAT CLUB 
PRESIDENT: W. C. Marsden, M.D. 
Secretary: Albert |]. Abbott, M.D., 203 E. Green St., Nanticok 


e 
Time AnD Piace: Last Tuesday of each month, October through April; Luzerne County Medical Society Bldg., 
S. Franklin St., Wilkes-Barre 


PHILADELPHIA COLLEGE OF PHYSICIANS, SECTION ON OPHTHALMOLOGY 
Presipent: Harold G. Scheie, M.D. 
SecrETARY: William E. Krewson III, M.D., 1930 Chestnut St., Philadelphia 3 


TIME AND Seared Third Thursday of each month, October to May; College of Physicians, 19 S. 22nd St., 
Philadelphia 


PHILADELPHIA COUNTY MEDICAL SOCIETY, EYE SECTION 
(uatrRMAN: Thomas H. Cowan, M.D. 
Secretary: William C. Frayer, M.D., 313 S. 17th St., Philadelphia 


Time AND Prace: First Thursday of each month; Philadelphia County Medical Society Bldg., 301 S. 21st St.. 
Philadelphia 


PHILADELPHIA LARYNGOLOGICAL SOCIETY 
PresipENT: John O'Keefe, M.D. 
Sceretary: William Lell, M.D., 333 S. 18th St., Philadelphia 
Time AND Pace: First Tuesday of each month; College of Physicians Bldg., Philadelphia 


OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Raymond J]. Gray, 
Secretary: William G. Everett, un 'D.. 407 Jenkins Bldg., Pittsburgh 22 
Time AND Prace: Third Monday of each month; Mellon Institute 


PITTSBURGH OTOLOGICAL SOCIETY 
Presipent: B. L. Silverblatt, M.D. 
Secretary: John T. Dickenson, M.D., Mercy Hospital, Pittsburgh 19 


READING EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Carroll McClure. M.D. 
Secretary: James H. Parker, Jr., M.D., 238 N. Fifth St., Reading 
Time anv Piace: Third Wednesday of each month; Wyomissing Club 


South Carolina 

SOUTH CAROLINA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: F. R. Price, M.D. 
SECRETARY- TREASURER: Roderick Macdonald, M.D., 330 E. Main St., Rock Hill 


Time AND Ptace: September 13-16, 1959; Charleston 


Tennessee 

TENNESSEE STATE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Wilson, M.D. 
Secretary: Thomas Bryan, M.D., 2105 Hayes St., Nashville 


CHATTANOOGA AND HAMILTON COUNTY EYE, EAR, NOSE AND THROAT SOCIETY 


CHAIRMAN AND Secretary: J. E. Johnson, M.D., 4547 Brainerd Rd., Chattanooga 4 
Time anv Prace: 6:30 p.m., Last Thursday of each month ; Mountain C ity Club 


KNOXVILLE SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Prestpent: E. E. Miller, M.D. 
Secretary: J. Ed Campbell, Ir., M.D., 406 W. Church Ave., Knoxville 


MEMPHIS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
CHatRMAN: Each member in alphabetical order 
Secretary: William F. Murrah, M.D., 1720 Exchange Bldg., Memphis 
Time AND Piace: Second Tuesday of each month; Memphis Eye, Ear, Nose and Throat Hospital 


NASHVILLE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Lee Cayce, M.D 
Secretary’ Clyde Alley, M.D., Medical Arts Bldg., Nashville f 
Time AND Piace: Third Monday, October through May; Nashville Woman’s Club 
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Texas 


TEXAS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: O. R. O'Neill, M.D. 
Secretary: E. G. Grafton, M.D., 8215 Westchester, Dallas 


DALLAS ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Edward A. Newell, M.D. 
Secretary: James L. Baldwin, M.D., 1627 Medical Arts Bidg., Dallas 
Time anv Pace: January 6, February 6, 20, April 7, June 2; Amon Carter Airport 


FORT WORTH EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: Van Rathgeber, M.D. 


Secretary: Paul Rockwell, M.D., 1216 Pennsylvania Ave., Fort Worth 
IME: First Friday of each month 


HOUSTON AND OTOLARYNGOLOGICAL SOCIETY 
Presipent: Thomas VanZant, 


Secretary: Louis Daily, M.D., i117 Niedical Arts Blidg., Houston 2 
Time: Third Thursday of each month 


SAN ANTONIO SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: James L. Mims, Ir., M.D. 
Secretary: Dan A. Russell, Jr.. M.D., 705 E. Houston St., San Antonio 
Time: Third Tuesday of each month, ’ October through May 


Vv 
VIRGINIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Calvin T. Burton, M. >. 


SeEcRETARY-TrEASURER: Marion K. Humphries, | E. Market St., Charlottesville 
Time anv Prace: April 30 and May 1-2, 1959; ‘ee Hotel, Charlottesville 


TIDEWATER AND OTOLARYNGOLOGICAL SOCIETY 
Presipent: Charles Rawls, M.D. 
Secretary: J. A. Klotz, M. D. 905 Wainwright Bldg., Norfolk 


RICHMOND, VIRGINIA, EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: W. W. Zimmerman, M.D. 
Secretary: Charles N. Romaine, M.D., 1001 W. Franklin St., Richmond 
Time anv Prace: Second Tuesday of January, first Tuesdays of March, May and October; Commonwealth Club 


Washington 
WASHINGTON STATE MEDICAL ASSOCIATION, 
SECTION ON EYE, EAR, NOSE AND THROAT 
Presipent: Charles Gates, M.D. 
Secretary: Fuller Hogsett, M.D., 326 Medical Center Bldg., Spokane 


PUGET SOUND ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Edison G. Dorland, M.D. 
SECRETARY: F ope ames L. Hargiss, M.D., 1059 Medical Dental Bldg., Seattle 1 
Time anv Prace: Third Tuesday of each month; Roosevelt Hotel 


SPOKANE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Robert Pohl, M.D. 
Secretary: Robert J. Davis, M.D., Medical Center Bldg., Spokane 
TIME AND * 8: Fourth Tuesday of each month: Blood Bank Conference Room, Fifth and Wash- 


ington Sts., 
West Virginia 

WEST VIRGINIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Secretary: William K Marple, M.D., 400 First National Bank Bldg., Huntington 


TimME AND PLACE: May or June, 1959; The Greenbrier, White Sulp ur Springs 


Wisconsin 
MADISON, WISCONSIN, EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: Benjamin I. M.D. 
Secretary: John K. Scott, M.D., 110 E. Main St., Madison 
Time AND Prace: 6:00 p.m., First Tuesday of each month; Madison Club 


MILWAUKEE OTO-OPHTHALMIC SOCIETY 
Presipent: Lawrence L. Garner, M.D. 
Secretary: Roger Lehman, M.D., U. S. Vowrape Hospital, Wood 
Time anv Prace: 6:30 p.m., Fourth Tuesday of each month; University Club 
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ATLAS OF 
OTOLARYNGIC PATHOLOGY 


Report by Registrar of Registry of Otolaryngic Pathology to the 
Committee on Otolaryngic Pathology of the American Academy of 


Ophthalmology and Otolaryngology, October 15, 1958: 


An agreement was reached between the American Registry of 
Pathology and the National Academy of Sciences on the dis- 
posal of the remaining copies of the Atlas whereby 1,500 
copies will be transferred to Dr. Benedict to be sold through 
the Academy. 


Have you obtained your Atlas? 
Pathologists - Teachers - Students - Otologists - Audiologists 


Send your order (with check for $20) to Home Office of Academy 


Make checks payable to W. L. Benedict, M.D., Executive Secretary 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second Street S. W. 
Rochester, Minnesota 
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